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THE REFLEX SYMPTOMS OF RETROVERSION OF THE 
UTERUS. 


BY A. LAPTHORN SMITH, B. A., M. D., M.R. C.S., ENG., MONTREAL, QUE. 


Fellow of the British and American Gynecological Societies ; Gynecologist to the 
Montreal Dispensary; Surgeon in Chief ot the Samaritan Free Hospital 
for Women; Surgeon to the Western Hospital; Professor of Clinical 
Gynecology in Bishop’s University; Consulting Gynecolo- 
gist to the Woman's Hospital, Montreal. 


Altho I have operated upon, and with few exceptions cured, 
one hundred and twenty-five cases of retroversion with adhesions 
by performing ventrofixation, and eighty cases of retroversion with- 
out adhesions by Alexander’s operation (shortening the round liga- 
ments) I am not yet satisfied; for I am convinced that there are 
yet several hundreds of women in this province alone who are suf- 
fering from this disease with its numerous symptoms. These wo-. 
men could be cured, almost without risk, by the one or the other 
of these two operations. I say almost without risk because when 
there are adhesions the abdomen has to be well opened and perhaps 
a diseased ovary has to be removed; but even then there is only 
a risk of about one per cent While if there are no adhesions and 
we can put up the uterus with the bimanual manipulations or by 
means of the sound and hold it up by shortening the round liga- 
ments, this operation has been so perfected that there is absolutely 
no danger at all. During the first years after it was introduced there 
were many hernias and sometimes a death, but these accidents are 
no longer to be feared in the hands of operators of experience and 
with our present rigorous asepsis. 

In this short paper I propose only to call attention to the symp- 
toms (and especially the more obscure ones) by which this condition 
can be recognized. We must suspect its presence and then search 
for it by a vaginal, preferably a bi-manual, examination whenever a 
woman comes to us with the following symptoms: 

1. Bladder troubles manifested by frequency of micturition, 
caused by the pressure of the cervix against the neck of the bladder. 
bia the fundus goes backwards the cervix as a rule points for- 
wards, 

2. Troubles in the rectum: either pain during defecation, or ob- 
stinate constipation even when the patient’s bowels have been made 
liquid by means of purgatives, the uterus acting as a rubber valve; 
the more the woman bears down the tighter it closes. Sometimes 
there is dysentery or rectal tenesmus due to the pressure of the 
heavy fundus on the rectum which ends by ulcerating it; even when 
there is nothing in it the patient feels as if the bowel was full. This 
is one of the obscure symptoms and must be searcht for, as the wo- 
man will, as a rule, tell us that she is constipated, and it is only by 
questioning her that we will ascertain that her movements are liquid. 
When this condition of the “stools is present we will surely find 
— a stricture of the rectum or obstruction from the retroverted 
undus. 

. 3. Disorders of the brain and nervous system: The great sym- 

pathetic nerve, contrary to the cerebro-spinal system, has its brain at 
the lower end of the spine, just about the place where the retroverted 
fundus will lie upon it, so that every movement the woman makes 
the great sympathetic receives a blow or impression which is con- 
veyed to the brain, causing headaches, and neuralgias in other or- 
gans: the heart, lungs, liver, stomach and bowels. More than once 
I have had patients who vomited constantly until the cause was 
discovered in a retroverted uterus, the vomiting stopping at orce 
on replacing the displaced organ. 

4. Disorders of intelligence: When the irritation has lasted a 
long time the nutrition of the brain suffers seriously and the patient 
may even lose her reason. I can recall at least a dozen cases in 


’ which the women themselves told me that they were ashamed of 


themselves for being so disagreeable to their husbands; the kinder 
the latter were to them the worse they treated them. Two montis 
ago a lady came to me from British Columbia to consult me on 
account of nervous attacks She did not know the cause of them, 
but she assured me that if I did not discover the cause of them and 
cure her her husband would leave her, so disagreeable towards him 
had she become. Her father assured me that she had formerly been 
of a sweet and gentle disposition and that a great change had taken 
place in her since a few years. She presented such a pale and wor- 
ried appearance that I at once suspected that she had a retroversion, 
and on examining her my suspicions proved to be well founded; 
there was a large and heavy uterus with the fundus lying in the 
hollow of the sacrum. A few days later the round ligaments were 
shortened and after three weeks she assured me that she felt quite 


differently. Another woman whose history lies before me as I write, 
stated that for nine months previously she had been having strange 
ideas; for instance, she had an almost irresitible impulse to throw 
herself out of her bed-room window; she was, therefore, afraid to 
go up to her room unless some one went with her. Also when she 
had a knife in her hand there was a great temptation to drive it 
into her heart or to cut her throat with it, so that she had to throw 
it down and run away from it. I at: once suspected a retroversion, 
lookt for it and found it. As the uterus was firmly fixt I had to open 
the abdomen and do ventrofixation. The very next day on my visit 
to the hospital she expresst her gratitude, saying, “Whatever you did 
you have removed that cloud from my brain; my trouble has gone.” 
On asking her if she had much pain from the operation, she replied 
that ‘‘that was of no account compared with the sadness which had 
overpowered her.” 

5. Dyspareunia and sterility: Of the two hundred and five 
women who were operated on for displacements, about three-quarters 
or about one hundred and fifty were married, and nearly all of these 
complained of pain on coitus. This is not surprising when we 
remember that the uterus is directly in the road of the male organ 
and only about an inch or two from the vulva. Moreover, it is 
swollen and exceedingly tender, several patients having described 
their pain as being similar to the throbbing of a whitlow. When a 
woman is irritable and angry with every one it is easy to understand 
that she will not be pleased with her husband for causing her such 
severe pain as coitus under these conditions implies. As for the 
sterility, about twenty babies have followed the eighty Alexander 
operations, but only two or three have followed the much larger 
number of ventrofixations, this being due to the fact that when there 
is fixation both tubes are nearly always diseased. I did not think 
that the forward or backward position of the cervix ‘was of so much 
consequence to fecundation until I saw pregnancy follow immediately 
and without any other treatment in women who had been married 
many years without having children, after placing the cervix in its 
proper place. One young woman, who had been having illicit inter- 
course during several years without any consequence because she 
had a retroversion, began to suffer so much pain that her physician 
sent her to me for an Alexander. The operation succeeded so well 
that on her return to her lover she immediately became pregnant 
and had a normal delivery. 

6. Symptoms due to the uterus, ovaries and tubes: Dysmenor- 
rhea and menorrhagia. Almost all these women suffered from dys- 
menorrhea caused by the pronounced congestion of the genital or- 
gans. The blood is pumpt into them by the arteries, but cannot get 
out by the veins because they are twisted and comprest. The endo- 
metrium becomes varicose and swollen, causing both a painful ob- 
struction to the escape of the blood and a profuse flow. The ovaries 
become so inflamed that ovulation causes excruciating pain. 

7. Miscarriages: When a woman has had several miscarriages 
at the third month, which are not due to syphillis, we will almost 
surely find on examining her that she has a retroversion.: A few 
months ago I was called by Dr. Grant Stewart to a case of retention 
of urine due to retroversion of the pregnant uterus. She was suf- 
fering terribly and a miscarriage would soon have come on; her 
physician tried to get the uterus up, but found it firmly wedged below 
the promontory of the sacrum. Altho I placed her in the genu-pec- 
toral position, it was only after a quarter of an hour’s firm pressure 
with my finger that I was able to dislodge it from between the utero- 
sacral ligaments. I need hardly add that all her symptoms disappeared 
the moment that the uterus was replaced. Another woman, who was 
sent to me by Dr. King of Compson, was pregnant about three months 
and the fundus filled the pelvis, the uterus being bent on itself and 
the cervix being flattened against the symphysis pubis. It was im- 
possible to get the fundus up without opening the abdomen—which 
I did—and then performed a ventrofixation. She had a normal con- 
finement and the womb has not fallen since. 

We used to think that it was a sort of moral rape to make a 
vaginal examination of an unmarried woman, but now we know that 
virgins suffer from displacements quite often, and that their suffer- 
ing cannot be remedied without removing the cause. While writing 
these pages a single woman of 30 came to my office complaining of 
dysentery for which she had consulted me three years ago, at which 
time I did not examine her, and as I did not do her any good she 
left me and past thru the care of several other physicians without 
any benefit This time, however, she insisted that I should examine 
her, as she felt sure that her womb was the cause of the trouble; and 
she was right; for on making a vaginal examination I found the 
uterus completely turned. To-morrow morning I shall operate on 
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another girl who consulted me for a dysmenorrhea which compels 
her to remain in bed one day every month, and her period lasts seven 
days and is profuse. She was so tender that it was impossible for me 
to examine her without an anesthetic. With one, I ascertained that 
she has a retroversion, which was easily replaced with the sound. I 
intend to dilate, curette and shorten the round ligaments at one 
sitting. 

In conclusion, I would advise every family physician to make an 
examination either with or without an anesthetic, so as to assure him- 
self where there is a retroversion of the uterus, not only in those 
cases in which the symptoms point directly to the uterus, but also 
when there are reflex symptoms which might possibly be due to 
this cause. 


PROLAPSE OF RECTUS IN CHILDREN.* 


BY CHARLES G. CUMSTON, A. B., M. D., BOSTON, MASS. 
Assistant Professor of Surgical Pathology in Tuft’s Medical School, Boston. 

These cases being commonly treated by the general surgeon and 
not by the rectal specialist, the subject will be treated from the 
standpoint of the surgeon, leaving medical treatment out of the 
question, tho it must be admitted that a large majority of prolapse 
of the rectum in children will readily yield to medical treatment 1f 
instituted early. The judicious use of a rubber rectal plug to keep 
the prolapse reduced, cleanliness and tonic treatment with the use 
of strychnine, will probably give the best of results. 

lf the prolapsus has for etiological factor a polypus, hemor- 
rhoids, or other local lesion, it is very evident that the surgeon’s ef- 
forts should be directed towards the cure of the latter, and gener- 
ally after this has been accomplisht a proper medical treatment will 
do away with the prolapsus if not too far advanced 

RESECTION OF THE BOWEL. 

When a prolapsus has reacht such a stage that it has become 
irreducible, or when it has become constricted by the sphincter ani 
and gangrene is imminent, resection of the prolapst part is the 
method of choice. 

The preparation of a patient for this operation is similar to that 
employed in all operations on the intestine. A complete evacuation 
of the bowels by the use of laxatives and enemas is desirable; but, 
of course, if we are dealing with a case where the gut has become 
strangulated from constriction of the anal sphincter, the use of purga- 
tives or cleansing enemas cannot be resorted to. A few hours before 
the operation I like to have tincture of opium given in sufficient 
quantity to quiet the intestine during and for some little time after 
the operation. The field of operation should be thoroly disinfected , 
and during the operation the free use of mild antiseptic solutions 
should be resorted to when necessary. The patient should be placed 
in the lithotomy position. 

As to the technic of the operation, it varies very greatly, almost 
every surgeon having devised some method of his own. Some 
operators produce an artificial local anemia by applying a rubber 
tube around the base of the tumor, the rubber prevented from 
sliding off by transfixing the gut with a long needle just as is done 
in Wyeth’s amputation of the hip-joint. The prolapsus is then 
sutured to the circumference, five or six sutures usually being enough, 
and then the tumor is simply removed by scissors or knife. Hemor- 
rhage is extremely slight. Raye and Volkmann operate in this way 
with the exception that they do not resort to artificial anemia; they 
both suture the bowel first and then perform resection below the line 
of sutures. Volkmann stitches the mucosa of the anus and that of 
the rectum which is situated a little higher up with a fine stitch. 
Raye not being satisfied that he had closed the abdominal cavity by 
means of his circular sutures, thought it more prudent to peel back 
the peritoneal cul-de-sac very carefully off the gut and then ligated 
it at its neck with cat-gut, cut off the sack thus formed and allowed 
it to retract into the pelvis, and by doing this he dealt with the condi- 
tion practically as we do in radical operation for hernia. 

Some French surgeons, especially Nélaton, Ségond and Treélat, 
employ a somewhat different technic, their chief point being to op- 
erate with as complete an artificial anemia as possible. Two long 
clamps are placed parallel to each other and side by side on each half 
of the prolapst gut so that one blade of the forceps is placed within 
the lumen of the prolapsus, while the other remains outside. The 
gut is then slit open between the clamps in its entire length up to 
the anus, the result being that the prolapsus is divided into halves 
forming an anterior and posterior flap without any hemorrhage 
whatsoever; Nélaton divides the prolapsus laterally making two 
lateral flaps. Next comes the resection of the two flaps and the 
introduction of the sutures. The resection is carried out in such a 
manner that the clamps are first applied across the base of the flaps, 
and then resection is carried out by slowly snipping the gut across 
with scissors, a suture being inserted after each snip. Pean operated 
on a case where he first divided the prolapsus into an anterior and 


posterior flap, but he did not use clamps, employing the rubber tube 
at the base of the tumor instead. 

Treves first endeavors to ascertain the exact nature of the tissues 
entering into the formation of the prolapsus before resection is done. 
He does not resort to any form of artificial anemia, but immediately 
proceeds to make a circular incision which simply includes the ex- 
ternal mucous membrane which is carried to the apex of the pro- 
lapsus by folding it back like a cuff and attaching the latter; one is 
thus enabled to obtain a good view of the tissues entering into the 
formation of the prolapsus. Only after this his been done, resection 
of the gut is performed by means of small incisions of about two 
centimetres long, after which forceps are applied until entire resec- 
tion has been accomplisht. The application of the forceps not only 
prevents hemorrhage, but also retains the intestines which cannot 
glide back out of reach. When resection has been completed, the 
forceps are removed one after the other, each bleeding vessel being 
caught up and tied with catgut, and union of the edges of the gut is 
effected by carefully-applied silk sutures. 

Mickulicz first cuts thru the outer intestinal tube in its anterior 
circumference by cutting the tissue layer after layer, catching up 
each bleeding vessel as it appears and ligating it with fine catgut. 
As soon as the peritoneal pouch has been opened its interior is ex- 
amined for the presence of small intestine. The peritoneal cavity 
is then closed by a running suture. The anterior aspect of the in- 
ternal intestinal tube is cut thru little by little until it is opened, and 
then both intestinal tubes are united by deep silk sutures to the entire 
line of incision. The posterior circumference of the prolapsus is 
treated in absolutely the same way, both intestinal ends being united 
by means of silk sutures, and thus the resection is completed. 
Mickulicz’s method has been followed by Billroth, Nicoladoni, Bog- 
danik, Heinecke, Matkalowski and Helferich, with the exception of 
Billroth who, instead of closing the peritoneal sac, left it open and 
drained. Mickulicz advises against packing the rectum after the 
operation, as he considers that all dressings placed in the lumen of 
the rectum are superfluous, and under-certain circumstances may bz 
even dangerous. He simply covers the line of sutures with iodoform 
and then places a strip of iodoform gauze over this, which is then 
in turn covered by a wood-wool cushion, and this is the dressing 
that I have used. It should be changed every day, or oftener if 
necessary. 

Much attention must be directed to keep the surfaces very clean, 
and for this purpose a daily irrigation with a mild antiseptic solution, 
such as boric or salicylic acid, is of value. Opium should be given 
internally for about a week following the operation in order to keep 
the bowels bound up, and, of course, the patient must be kept upon a 
diet that will leave as little intestinal residue as possible. 

Now as regards the various technics which I have described, I 
would say that the production of artificial anemia either with the 
clamps, as employed by the French surgeons, or with the rubber tube 
placed around the base of the tumor, in my opinion, are both danger- 
ous and useless. If a man is any kind of an operator he can cer- 
tainly easily control the slight amount of hemorrhage that may oc- 
cur. The great danger from the use of the clamps or the rubber 
tube lies in the fact that there may be a hernia of the small intestine, 
and this we never can diagnosticate with surety until the peritoneal 
cul-de-sac has been opened. Treves’ technic does not appear to me 
either necessary or particularly advantageous. In my opinion by far 
the best method to follow is that described by Mickulicz, which has 
already been detailed. ‘1nis method can be applied to every case 
of prolapsus, whether it be small or large, or complicated with intes- 
tinal hernia or not. It is simple and easy and hemorrhage is trifling. 
Medium-sized silk is the best suture material tho chromic catgut is 
preferred by some. 

COMPLICATIONS. 

Recovery is usually uneventful. If diarrhea follow operation, 
as it sometimes does, opium must be given—cautiously. It is best 
to keep the bowels lockt until the eighth day. Occasionally retention 
of urine lasts several days. Union should be complete by the third 
week. 

RESULTS. 


Death from operation is extremely rare; with patients in good 
condition the mortality ought to be mil. 

In all the cases with which I am familiar functions of the 
bowel were excellent. 

Recurrence is not likely if the operation be well performed. 

The sphincter is apt to regain its normal tone even in those cases 
where it was relaxt before operation. 


TREATMENT BY THERMO-CAUTERY. 


In the milder forms of rectal prolapse, when medicinal treatment 
has failed, before resorting to resection it is well to try the thermo- 
rautery—making several longitudinal incisions, great care being 
taken not to extend deeper than thru the rectal mucosa. If it fails 
to cure, as it does in some instances, radical operation may be per- 
formed later. 


* Abstract of a paper read before the Maine Academy of Medicine, Dec. 11, 1899. 
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VENTRAL FIXATION OF THE SIGMOID. 

Within the last few years a number of surgeons have been open- 
ing the abdomen for this trouble, doing the colopexia of Jaennel or 
the colopexotomy of Verneuil. ; 

Jaennel opens the belly over Poupart’s ligament (as in Littre’s. 
operation of colotomy), draws the descending colon into the wound 
until the prolapse is entirely relieved and then stitches the gut to 
the incision; a few hours later an artificial anus is formed, which is 
left until permanent adhesions have firmly anchored the bowel in 
place, and is then closed. ; ‘ 

But it must be said in. favor of resection rather than suspension 
that the former can be finisht at one operation while the latter re- 
quires three or four months for a cure; resection is just as safe; 
and presents equally good permanent results. Besides, abdominal 
section cannot be indiscriminately performed on each and every pa- 
tient. It certainly is inapplicable in irreducible prolapse, in gangren- 
ous conditions or when there is a stenosis of the lumen of the rec- 
tum is present; here resection is the only operation which will meet 
the demands of the case, but it may be said that in a case where 
resection should fail to effect a cure colopexia might be tried as a 
last resort. 

Of the other methods which have been proposed I will say 
nothing, as they appear to me both dangerous and devoid of common 
sense. 

: CONCLUSIONS. 

1. In the acute types of prolapsus recti and invagination of the 
colon which are irreducible and which at the same time present other 
serious general. symptoms, such as incarceration, gangrene or intes- 
tinal obstruction, no time should be lost; the surgeon should act 
at once and this means that immediate resection should be per- 
formed. 

2. In all cases of chronic and irreducible prolapsus ani, altho 
they do not directly threaten life, they should be removed as sdon 
as possible, because at some future time they will probably be a dan- 
ger for the patient. These chronic irreducible prolapses are very 
prone to impair the general health of the subject because they inter- 
iere with proper nutrition. Rather frequent and somewhat profuse 
hemorrhages are liable to occur in these cases, which may be the 
means of rendering the patient quite anemic; they frequently become 
incarcerated and the consequence is either an inflammation of the 
rectum, or even gangrene. Owing to the fact that this form of pro- 
lapsus is exposed to external influences of a dangerous nature, ex- 
tensive ulceration, especially at the apex of the prolapse, cicatricial 
stenosis of the lumen of the rectum may occur. And lastly a hernia 
of the small intestine into the prolapse may arise. Now all these 
dangers may be prevented by an early resection, and the earlier this 
is done the better, because the patient will be in a far better general 
condition than if the surgeon waits until called upon to operate in 
haste after some one of these above mentioned complications have 
set in. ; 

3. In all cases of chronic reducible prolapsus recti, which can- 
not be cured by milder therapeutic measures, resection is indicated. 
I would strongly advise giving medical means only sufficient time to 
ascertain if any result whatever is to be obtained by them, because 
in this form of prolapsus the dangers will become considerable the 
longer the case is allowed to run. If linear cauterization is tried 
and remains without result, it had better not be repeated, because 
cicatricial stenosis will certainly occur. 


THE SURGICAL TREATMENT OF FIBRO-MYOMA.* 


BY J. M. BALDY, M. D., PHILADELPHIA, PA. 
Professor of Gynecology in the Philadelphia Polyclinic. 


The subject to which I am invited to call your attention is one 
of prime importance to the surgical world and one which is pos- 
sibly receiving as much or more present attention than any other 
with which gynecology concerns itself. Since 1853, when Burn- 
ham and Kimball each performed hysterectomy for fibroid tumors 
(the former forced to the operation by accident, the latter by de- 
sign) by amputation and ligature of the cervical neck with silk liga- 
tures, which were brought out of the lower angle of the ab- 
dominal wound and left to free themselves by sloughing, an almost 
infinite variety of procedures have been proposed and carried into 
practice for the relief and cure of this disease. 

DEVELOPMENT OF METHODS. : 

During the process of this development, broadly speaking, 
three distinct periods seem to have been encountered, each one 
of which has been dominated by the desire to accomplish a 
definite, but a different object. The first period covers that time 
when the object was the removal of the tumors; the question 
whether or not the uterus was sacrificed during the process was 
hardly considered; in fact, it seems to have been taken for granted 
that such must be the case. The second period covers that time 


* Being the official report read at the International Gynecological Congress 
held at Amsterdam, August 9th to 12th, 1899. 


when an earnest effort was made to cause the ultimate disappear- 
ance of the tumors without taking the risks at that time incident 
to their direct removal. The third period is the one in whose 
throes we are at present lockt—the effort to remove the tumors 
without the sacrifice of either the ovaries, fallopian tubes or the 
uterus. 

The results of the first period have created the basis of all our 
present work in this line. The various operations performed to-day 
are the fruit of the struggles and conquests of our predecessors. 
For years surgeons floundered about, apparently aimless, making 
little advance over the technic of Burnham and Kimball, with 
the exception of cutting the ligatures short or fixing the stump in 
the lower angle of the abdominal wound. Antiseptic surgery was, 
of course, playing its part, and the results were becoming contin- 
ually better, more, however, on account of the cleanliness than 
from any improvement in the management of the stump. Until 
finally it gradually dawned upon the surgical world that the deeper 
vessels could be controlled by direct ligation, as well as could the 
more superficial ones, and that the cervical tissue itself had little 
to do directly with the heretofore troublesome hemorrhage. From 
this moment the advances were rapid and an altogether satisfactory 
and thoroly safe technic was soon reacht. 

The fruits of the second period were mostly of a negative 
character, and altho to-day they are monuments of noble efforts 
in the direction of ultimate perfection, they stand justly relegated to 
the category of procedures which were necessary in the process of 
development, but which have finally lost their usefulness. 

The curette is now but seldom used, and when its aid is in- 
voked it is merely for purposes of a temporary character and in 
the case of but one symptom of the disease—hemorrhage. 

Ovariotomy was invoked under a mistaken theory that the 
ovaries dominated the growth of fibroid tumors, and that the 
neoplasms must necessarily shrink and disappear under the loss 
of its influence, and that as a matter of course the further progress 
of the disease or its inception was impossible.. It has been long 
since demonstrated that the tumors did not, with reasonable cer- 
tainty, shrink and disappear after the ovariotomy, that the symp- 
toms did not routinely vanish, and that in some cases the tumors 
would even continue their growth. During the past winter, in 
Philadelphia, two patients have been operated upon (one by the 
reporter) for fibroid tumors of the uterus, from whom the ovaries 
and fallopian tubes had been completely removed years before 
(in one case nine years) with thoro establishment of the meno- 
pause; no sign of fibroid disease of the uterus existing at the time 
of the ovariotomy in either case; and yet in both cases fibroid 
tumors subsequently developt and required removal. 

Ligation of the uterine vessels by way of the vagina or the 
ovarian vessels thru the abdominal incision have both depended 
for their success upon the theory of cutting off in part the blood 
supply of the neoplasms. What else but failure could be antici- 
pated when nature’s wonderful power of establishing collateral 
circulation was ignored? 

Electricity found much of its temporary usefulness thru the 
same source, a temporary lessening of the blood supply by induced 
uterine contraction. In addition, cauterization of the uterine mucous 
membrane saved much loss of blood and the resultant anemia. 

The results to be obtained by the methods of the third period 
remain still to be determined, and the whole subject of myomec- 
tomy is sub judice. 

The recognized and generally establisht surgical procedures in 
the case of fibroid disease of the uterus at the present time are 
hysterectomy and momectomy. 


HYSTERECTOMY. 


Hysterectomy may be performed by either the vaginal or ab- 
oa route; it is complete or incomplete as the operator may 
prefer. 

Performed by way of vagina it is always complete—a pan- 
mysterectomy. The general principles of the operation are identical 
with those of the operation performed thru the abdominal incision, 
viz. the uterine and ovarian vessels are secured by means of 
separate compression forceps, ligatures or forceps. The forcerps 
operations necessitate drainage, which is also the usual accompani- 
ment of the ligature operation. However, in the case of a few 
operators, with the ligature this is omitted. 

Performed by way of the abdominal incision the operation 
is completed as a pan-hysterectomy, or as an amputation at the 
cervical neck. In either case the principles involved are the same 
as in the vaginal operation; hemostasis being secured by direct 
control of the uterine and ovarian vessels. The ligature, cauteriza- 
tion and crushing of the stumps are the methods adopted; the 
common and only thoroly tested one being the ligature. Where 


the complete removal is practist, commonly the vaginal vault is - 
allowed to remain open for purposes of drainage; this is by no 
means, however, the invariable practice, as many operators close 
Amputation at 


the vault with sutures, and eliminate drainage. 
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the cervical neck was formerly performed after the method of 
the old serre-noeud opcration. This practice has fallen into de- 
served disrepute, and almost universally ligatures are applied to the 
vessels, and after suturing the peritoneum over the cervical stump 
it is dropt back into the pelvis and drainage dispensed with. 

This method appeals to the reporter as preferable to all others 
for the reasons that it is applicable to all cases; it makes a shorter 
operation; it requires less manipulation; it opens up less connec- 
tive tissue space, and consequently makes less traumatism. There 
is less liability to septic infection, as the opening of the cervical 
‘canal is infinitely smaller, and consequently more easily controlled 
than is the opening into the vagina when the cervix is removed 
During the manipulation the fingers enter neither the cervical canal 
nor the vagina. The anatomical relations of the vaginal vault are 
kept intact, and the vagina is in no degree fore-shortened. There 
is better opportunity to prevent sagging of the vaginal vault in 
closing the wounds than where the cervix has been removed. 

On the other hand, no possible good can be obtained by the 
removal of the cervix. 

The relative advantages between the vaginal and abdominal 
route for the performance of hysterectomy are altogether in favor 
of the latter. In the vaginal operation, especially if the tumor or 
tumors have progrest in growth beyond a very small size. 

No opportunity is offered for revising the diagnosis or the 
technic—the hysterectomy once begun must proceed. 

The room for working is limited. 

The organs and tumors must be removed piecemeal. 

The opportunity for discovering and dealing with complica- 
tions are reduced to a minimum. 

The difficulty of dealing with injuries to the hollow viscera 
are greater and in many cases impossible without the aid of an ad- 
ditional abdominal incision. 

The length of the operation is greater. 

The traumatism is greater. 

The accurate. closure of the wounds without the necessity of 
drainage is less practical. 

The dangers of primary or subsequent infection are greater for 
the same reasons that obtain in the comparison between the pan- 
hysterectomy and amputation methods thru the abdominal incision. 

MYOMECTOMY. 

The operation of myomectomy consists of the removal of the 
neoplasms by some method which leaves the uterus, fallopian 
tubes and ovaries intact. Theoretically and at first sight, this pro- 
cedure is the acme of good surgery, and from certain quarters the 
cry has gone forth that the acceptance of this operation as the one 
of choice must be the ultimate result of the development of the 
surgical treatment of patients suffering from fibroid disease of the 
uterus. I must take exception to this position in toto, for I be- 
lieve that all the proofs (including experience) tend to demonstrate 
that the converse to this is true. 

METHODS CONTRASTED. 

Hysterectomy is the operation of choice in fibroid tumors of 
the uterus. 

_ Myomectomy is only indicated where special reasons for so doing 
exist 

The dictum that myomectomy is an operation of choice must 
rest absolutely on the assumption that fibroid disease of the uterus 
is purely a local disease and confined solely to the uterus; that the 
symptoms attributable to this disease are caused by the uterine 
neoplasm alone; that all foci of the disease can be with reasonable 
certainty eradicated. 

Not a single one of these assumptions comprise the whole truth. 

Fibroid disease of the uterus is a general disease, as in counter- 
distinction to the idea that it is confined to the uterus itself. All 
the pelvic organs participate in a majority of cases to a greater or 
lesser extent. Some few years ago I presented to the Philadelphia 
County Medicai Society a series of specimens of fibroid tumors 
of the uterus, some thitry (30) in number, which had been re- 
moved by hysterectomy, and called the attention of the society to 
the fact that in every specimen presented, besides the fibroid de- 
generation of the womb, emphatic degeneration of the ovaries of a 
fibroid character, as well as most frequent cystic degeneration of 
both fallopian tubes and ovaries existed. Since that time the cor- 
rectness of my observation has grown more and more emphasized 
by further experience. A careful perusal of the literature of re- 
ported cases more than amply fortifies my personal observations 

In addition the heart complications accompanying fibroid dis- 
ease of the uterus are so markt and so commonly observed as to 
further emphasize the general character of the disease. 

The fact that the predominant symptoms in a very consider- 
able number ef cases ofthis disease which come to operation are 
in no way directly due to the tumors in the uterus, is too well 
recognized to admit of discussion. Pain is rarely if ever due to 
the neoplasm, but on the other hand is almost invariably due either 
directly or indirectly to the accompanying ovarian or tubal degen- 
erations or inflammations. 


Not only is the disease of a general character (in a limited 
sense), but it is multiple in its manifestations. An unlimited num- 
ber of separate and distinct fibroid nodules may exist in a given 
uterus; as many as seventeen (Kelly) have been removed from a 
single specimen by myomectomy. But can all foci be detected and 
removed with certainty? Within a few weeks I removed a uterus 
by hysterectomy, and by splitting open the specimen in many 
directions demonstrated as many as five distinct and separate 
nodules buried deep in the walls of the organ, none of which could 
be detected by palpation, even after they had been located and 
demonstrated by the aid of the knife. This condition to a more 
limited degree is by no means the exception, but is the rule. This 
has been so repeatedly observed, and it is so readily demonstrated 
by any one choosing to inspect uteri, the seat of fibroid disease, 
that it may be accepted as axiomatic. 

Leaving out of the question for the moment the possibility of 
the continued growth of any one or all of these foci, it is a well 
recognized fact that the relative size of the tumor has compara- 
tively little to do with the resulting hemorrhage. The question of 
location bears more directly on the production of hemorrhage than 
does the size of the neoplasm; these small intra-mural or sub- 
mucous growths being peculiarly hemorrhagic. 

If it then be true, as is here contended, that in the limited 
sense in which it is used, fibroid disease is usually a general one 
when it attacks the pelvic organs, how irrational it is as a matter 
of choice to remove part of the disease, especially as the parts 
which are left undisturbed in a large per cent of the cases give 
rise to the symptoms for which the operatic. was performed. 
Again, how irrational to propose as an operation of choice that 
which not only frequently fails to cure the patiert. >t leaves her in 
such a condition that there is a strong probahi!.., >f the necessity 
of.a second operation later in life. 

Howard Kelly (the present advocate in Ar * ca of myomec- 
tomy as an operation of choice) has reports. »:.cty-seven (97) 
myomectomies performed during the past .«ven cars. Of this 
number three (3) are known to him to have had a recurrence of 
the growths upon two (2) of whom he has reoperated. When it is 
observed that the vast rthajority of these patients were operated 
upon in the service of a large general hospital, it would be no 
stretch of imagination to conceive that th2re were many other 
cases of recurrence or cases in which recurrence will yet take 
place of which the operator has no knowledge. 

Hysterectomy would then seem to be the rational operation 
in all cases of fibroid disease of the pelvic organs, and should be 
the procedure of choice. The surgeon should always have some 
special justification for choosing myomectomy, such as the age of 
the patient; the desire for children; the necessity of an heir, and 
other sufficient reasons which in each individual case may arise and 
which should be weighed on their own merits. 

Surely the woman has a right to determine these matters her- 
self, and I must say I have no sympathy with that sentiment so 
widespread and popular amongst doctors, which holds that 
woman’s whole function in life is to bear children, no matter 
what it may cost her in risk or health and happiness. 

Primarily, woman is entitled to her health; childbearing is a 
secondary matter. Her duties in this respect are twofold: To her- 
self and family, to the state. Her health being destroyed, the state 
losses its claims; it must look to the healthy woman. As to her- 
self and her family, she and she alone (aided possibly by her hus- 
band) is entitled to judge. It is the duty of the medical adviser 
not only to explain to her that myomectomy preserves her organs 
intact and preserves the possibility of childbearing, but it is at the 
same time his imperative duty to explain to her just as clearly the 
possibility that her pains may not be cured, her hemorrhages may 
not cease, the tumors may recur and require a subsequent opera- 
tion. Finally, the dangers of hemorrhage and sepsis following the 
operation are greater. If these facts be fairly put before the 
patient there will be comparatively few myomectomies. 

The dangers of hemorrhage and sepsis are beyond question 
greater following myomectomy than following hysterectomy 
(especially by the method of amputation at the neck). It is per- 
fectly true that very expert operators can, in great measure, over- 
come the difficulties of the conditions, but it must be borne in 
mind that in establishing the fact that myomectomy is an operation 
of choice rather than one of necessity, we are putting the justifica- 
tion for a more dangerous surgical procedure into the hands of 
thousands of bad or indifferent surgeons. : 

When the uterus has attempted to drive the submucous or intra- 
mural fibroid nodule from its cavity and has rendered the tumor 
more or less pedunculated, the methods of enucleation or amputa- 
tion practist thru the cervical canal are proper and expedient. 

Martin’s method of splitting the uterus from its peritoneal 
aspect and enucleating submucous and intra-mural growths has a 
limited but growing place in gynecological surgery. 

The whole question of the propriety of surgical interference 
with fibroid tumors of the uterus rests largely on the consideration 
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of each case. The disease is essentially a benign one. The ques- 
tion to be decided is the one of health and future possibilities. 
That of health is largely determined by (1) pain, (2) hemorrhage, 
(3) rapidity of growth, (4) size, (5) pressure symptoms, (6) re- 
curring attacks of peritonitis, (7) mental condition, and (8) ex- 
pediency. 

PROGNOSIS. 

As to the future of fibroid disease of the pelvis, it is well estab- 
lisht that there is no matural cure other than the menopause; 
there is no medical cure; the menopouse will relieve a certain 
proportion of cases only. In others, at the time of the menopause 
the symptoms are frequently redoubled. In still others, the estab- 
lishment of the menopause is indefintely postponed. 

At some time or other during their existence the large ma- 
jority of these cases will give rise to symptoms of sufficient gravity 
to demand surgical interference. I have but little faith in there 
being any greater danger of malignant degeneration of fibroid 
disease of this region than in any other part of the body. A large 
proportion of reported cases have undoubtedly been cases of malig- 
nancy from their incipiency. 


INTESTINAL OBSTRUCTION FROSI BILIARY CALCULI.* 
BY J. WESLEY BOVEE, A. M., M. D., WASHINGTON, D. ¢., 
Clinical Professor Gynecology in the Columbian University. 

The causes of intestinal obstruction are so numerous, the symp- 
toms so varied, and the fatality so great that necessity for apologiz- 
ing for presenting this paper is not felt, tho but one of its many 
phases, gall-stone obstruction, is to be considered. 

FREQUENCY. 

Intestinal obstruction from biliary calculi is very uncommon. 
Brinton found in five hundred cases of intestinal obstruction but 
twenty-four cases due to gall-stones, and Lichtenstein found but 
forty-one in 1,541 cases of bowel occlusion. In the Manchester 
Royal Infirmary but one case in 50,000 patients treated for all trou- 
bles was found. As it is a condition practically limited to late life 
its rarity is to be expected. 

VARIETIES. 

The obstruction is usually, tho not always, due to actual block- 
ing of the intestinal lumen by the stone. A localized peritonitis in 
the region of the gall bladder may paralyze the bowel in that vicin- 
ity, causing obstruction for a short time, but usually ending in re- 
covery. Twisting of the small intestine may result from biliary 
colic and occlusion may be produced from the vigorous contortions 
of the bowel incident to its containing a gall-stone. Again, after the 
stone has past, peritonitic adhesions may result in complete occlu- 
sion. The healing of a large cystico-duodenal fistula may cause such 
narrowing of the bowel that nothing can pass it. 

Large calculi nearly always reach the intestine by the forma- 
tion of a fistula between the gall-bladder and the duodenum. The 
opening, of necessity, is often of great size—even large enough to 
admit the insertion of four fingers, and its constancy, as shown by 
autopsies and abdominal sections, for intestinal obstruction from 
gall-stones, argue very strongly for this pathological process; 
Rokitansky and Abercrombie, however. believe the largest stones 
found in the intestine can pass thru the bile duct. These stones 
also may ulcerate into the peritoneal cavity, the colon, the stomach, 
the urachus and thence to the bladder (being expelled by the urethra) 
thru the abdominal wall, and (it is supposed) even thru the kidney 
and the lung. The fistula between the bowel and gall-bladder usually 
connects with the duodenum above the outlet of the ductus com- 
munis choledochus. 

LOCATION. 

Lichtenstein collected thirty-two cases in which the site of ob- 
struction was seventeen times in the lower part of the ileum, ten 
times in the jejunum and in the middle of the ileum five times. A 
few times the stone has been found wedged tightly in the ileocecal 
valve. The gradual lessening of the bowel diameter from above 
downward to the valve, together with the relative fixation of the 
lower part of the ileum by its short mesentery, would seem to ex- 
plain the comparative frequency near the valve. Two stones ob- 
structing the bowel at different places have been found at autopsies 
even in cases operated. At other times the obstruction has been 
relieved and the trouble been later repeated at nearly the same site 
by another stone. The rectum has been obstructed by gall-stones, 
probably from pre-existing pathological conditions of the bowel, by 
deposits on the stone in the bowel, or by the direct passage of 
stones from gall-bladder to the colon. 

CAUSES. 

The question of etiology of gall-stones and why they are ex- 
pelled into the bowel is purposely avoided in this paper. Considera- 
tion will be given only to the reasons for occlusions resulting from 


*Abstract of paper read before Mississippi Valley Medical Association, in 
Chicago, Ill., October 4th, 1899. 


their presence in the bowel. Gali-stones of diameters less than one 
inch no doubt can be past thru the whole length of the bowel with- 
out serious annoyance to the individual, but as the small intestine is 
usually entered at its largest part by the stone, which is urged along 
thru a canal having a decreasing caliber (the ileum is 1% inches 
wide, the jejunum 1%, and the duodenum is larger) it finally reaches 
a point beyond which it cannot be forced. Then, too, in late life 
the muscular tonicity of the bowel is lessened, hence the propulsive 
power of it is lessened. Adhesions from former peritonitis and other 
conditions also properly belong under the head of causes. No satis- 
factory explanation has been given for the successful passage of 
large gall-stones and fatal obstructions from others of about one- 
fifth the size. Disproportion in the size of the intestinal canal or 
difference in the general scale of individuals may, in a measure, ac- 
count for it where other conditions are absent. Women seem to be 
afflicted with this trouble four times as often as men. 
CASE. 

I have had the good fortune to see one case—fortunate in ex- 
perience and result, as the patient recovered without operation. The 
history of it is as follows: 

rs. , white, aged 44 years, multipara, was seen August 
9, 1897, in answer to an urgent summons. Previous health had been 
good, altho troubled very much from chronic constipation. The 
previous evening had eaten a hearty supper, including green corn, 
of which she was very fond, and later had danced considerably, 
retiring about midnight. Later in the night she was attackt with 
colicky, abdominal pains, accompanied with almost incessant vomit- 
ing, a chill and collapse. Her husband, a physician, attributed at- 
tack to the corn, and administered morphine hypodermically and re- 
peatedly. The patient on examination was found to be a large 
woman, weighing more than two hundred pounds. (She had the 
largest abdomen I had ever seen, which was very pendulous, and 
had very thick walls.) The morphine had rendered her comfort- 
able, but the examination was unsatisfactory on account of tender- 
ness and thick walls. Calomel was ordered, altho during the day she 
had had two loose stools. I next saw her August 12th, when I 
learned the bowels had not moved since the goth, notwithstanding 
the salines and purgative enemata which had been administered. 
Pain and bilous vomiting were markt; the pulse was 100 and the 
temperature 99. Large enemata in the knee-chest position were now 
ordered. Again that evening, with two consulting surgeons, it was 
agreed that with no improvement by morning abdominal section 
would be made. The large enemata, about one gallon at a time, 
were continued every four hours, and about midnight she received 
the last one, as a few minutes later she past by the rectum an ovoid 
cholesterine gall-stone measuring 134 by 1% inches in diameter and 
3% and 4% inches in circumferences. Its weight was just two 
hundred grains. The vomiting ceast immediately, and the sore- 
ness and general depression soon past away, with complete re- 
covery. 

SYMPTOMS. 


A history of jaundice, biliary colic or other local phenomena 
usually antedates obstruction, but the symptoms are by no means 
indicative. They will, however, often approximately locate the site 
of obstruction. If the obstruction is high in the small intestine 
the vomiting begins earlier and assumes the biliary variety; the de- 
gree of distension is less, and, early in the attack, in favorable cases, 
a tumor at the seat of trouble may be felt. Later the tenderness 
is so markt that examination of the abdomen is extremely unre- 
liable. The distension is much greater if the colon be occluded and 
the vomiting becomes stercoraceous. Movements of the bowel after 
the beginning of the attack may prove misleading, as the intestine 
below may be emptied without relief to the real trouble. As to the 
location of the distension there is little of practical value known. 
Fever and high pulse rate indicate structural changes, such as 
necrosis of the intestinal wall and localized peritonitis. The per- 
sistent vomiting of fluids, with no absorption of any to replace it, 
causes a markt decrease in the amount of urine eliminated. The 
degree of decrease seems to be relative to the closeness of the seat 
of obstruction to the stomach. The shock incident to the condition 
probably acts similarly. 

The size of the calculus is of interest. Some have been success- 
fully past thru the bowel weighing as much as 493 grains, while 
fatal obstruction has resulted from a calculus the weight of which 
was but 100 grains. Their shape is usually pyriform or ovoid. 
Skiagraphy has thus far proven unreliable in diagnosis. 

PROGNOSIS. 

The result of any form of treatment in acute intestinal obstruc- 
tion is not pleasing. When due to gall-stones the mortality ranges 
from forty-four per cent to seventy-four per cent. Until it is recog- 
nized as a surgical affection from the first and prompt abdominal 
section done, the results will not improve. Resorting to early sec- 


tion ought not to be attended by a mortality higher than ten per cent. 
TREATMENT. 

Various remedies have been employed. Hippocrates, and, later 

others, recommended injection of air into the bowel. Tobacco smoke 
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and infusion of the same weed and different gases have been thus 
employed. Purgatives are positively harmful. Morphine and bella- 
donna are the two best drugs to be used in this condition. Of course, 
electricity has not been omitted; it is scarcely necessary to add that 
it is valueless. 

With medical treatment nearly half recover, but is that a suf- 
ficiently large proportion? In 1672 Barbette recommended laparo- 
tomy for acute intestinal obstruction, and as abdominal surgery is 
now practist its use in acute obstruction of the bowel from biliary 
calculi should give brilliant results. Medical treatment may be 
used for a short time, and, failing, should be superseded by lap- 
arotomy, with a careful exploration of the abdominal and pelvic 
contents. The seat of obstruction being found, the condition of the 
patient and the degree of mobility of the stone in the bowel will 
guide the operator in the subsequent steps. The plan of Tait—pass- 
ing a strong needle obliquely thru the bowel-wall into the stone to 
break it up—may first be tried, the puncture wound being closed by 
a Lembert stitch., This failing, the stone should, if possible, be pusht 
higher in the bowel, and a longitudinal enterotomy done with extrac- 
tion of the stone. 

Gangrenous bowel, perforations, or localized peritonitis, with or 

without pus, should be treated secundum artem. It is always well 
to look for a second obstruction, as this has caused death in some 
cases. 
The deaths following laparotomy for this condition are nearly 
always from shock or sepsis, a strong argument for early operation. 
It would not seem improbable that early abdominal section in 
these cases should have a mortality of less than ten per cent. 


A BRIEF NOTE ON SOME OF THOSE GRAVE ABDOMINAL 
LESIONS WHICH OFTEN DEFY DIAGNOSIS. 


BY THOMAS H. MANLEY, M. 0., NEW YORK, 


Visiting Surgeon to Harlem Hospital, Professor of Surgery New York 
School of Clinical Medicine. 


It is a fundamental principle in our profession and in the 
science of the healing art, that the first step in our management of 
a case is to study, interpret, and elucidate symptoms and signs; 
in other words, make a diagnosis. And, generally speaking, the 
art of diagnosis has of late years sped far in advance of the power 
to arrest or cure disease. 

The above holds good in the lesions of any organ in the body; 
however, there yet remain very many pathologic conditions within 
the abdominal cavity wherein definite diagnosis is not possible, 
except thru the breach made by the surgeon’s scalpel, the explora- 
tory incision, and exploratory manipulation; something which, 
under several circumstances greatly adds to the gravity of many 
cases. 

HEMORRHAGE, PERFORATION, OBSTRUCTION, OR ENTERIC PARESIS. 

Very oiten, after a grave abdominal contusion, who can say 
with certainty which one of the above conditions prevails? The 
patient is in shock, with a distended belly; in pain; is vomiting, 
and deprest in spirits. He is anxious to live, and ready to take 
the chances of: an operation. But, let it not be forgotten that 
injudicious operations kill. Our responsibility here is terrible when 
we properly view the case, and assuming, for example, for the mo- 
ment that the patient is a member of our own family. 

WITHOUT OPERATION, 

But we endeavor to quiet our conscience by affirming that the 
patient “must die in any event.” This is a vicious conclusion, as 
we all know that the abdominal viscera possess remarkable powers 
of safely adjusting themselves to many pathologic conditions. 
Intra-abdominal hemorrhage is rarely mortal per se. Stimson, some 
years ago, showed by statistics that in the penetrating gun-shot 
wounds of the abdomen, the mortality was larger after laparotomy 
than in those cases treated on conservative lines. Reclus, of Paris, 
has demonstrated the same condition of affairs. 

The late Hispano-American imbroglio again showed that there 
was no place for “abdominal surgery on the battle field,” as the 
few who had the abdomen opened for bullet wounds all succumbed, 
while of those who were left alone nearly all did well. 

IF IN DOUBT, DON’T INTERFERE. 

Unless the patient is in fairly good form, or unless the symp- 
toms point unequivocally to the seat of a lesion which is known 
to be definite, it is better to leave the patient alone, or rather to 
follow closely on conservative lines. Unhappily, in our days, there 
is altogether too much surgery of the abdomen done simply for the 
purpose of “operating.” 

When death follows an acute abdominal lesion before re-ac- 
tionary inflammation sets in, it is invariably attributed to 
hemorrhage or shock. The acute rupture of a hollow viscus is al- 
ways followed by great shock. To operate on one in this state de- 
prives him of his only hope of recovery. Rather wait until re- 
action sets in, tho we have then to deal with peritonitis. But let 


us not open our eyes in amazement at the mention of “peritonitis,” 
for this follows every single so-called “aseptic” operation performed 
in the peritoneal cavity, even when very good recoveries are se- 
cured. The French use the refined term, “peritonism,” for this 
post-operative condition. 

PERFORATION OR MECHANICAL OBSTRUCTION. 

Wont some of those of a fervid imagination, and who haye an 
explanation for everything, be good enough to point out the funda- 
mental distinction between the symptoms of perforation and those 
of obstruction? Absence of hepatic dullness is a fairly certain 
guide in some instances, but it-may be wanting. In both, the on- 
set is sudden; the patient is seized with furious colic, just such as 
is noticed in acute hepatic, renal, or appendicular stenosis. Manip- 
ulation of the abdomen with the history of the case will not always 
assist us in ferreting out the seat of trouble. 

But with some grave cases there is no antecedent history of 
any moment—the abdomen may be clothed by a six-inch layer of 
abdominal fat, or it may be as hard as a plank from muscular 
spasm. 

TRAUMATIC AND PATHOLOGIC CONDITIONS. 

In traumatic conditions leading us to suspect grave intra-ab- 
dominal lesion, the time to operate (if to operate at all) is, indeed, 
a serious problem; but in pathologic states, with but few excep- 
tions, indubitable signs or symptoms of perforation or obstruction 
= for prompt surgical interference as the only means of saving 
ife. 

CRUSHES OF THE ABDOMEN WITH GRAVE SYMPTOMS. 

When laparotomy is performed, after violent compressive o* 
concussive force has been sustained, the mortality is very great. 

To do a laparotomy for a moderate intra-peritoneal hemor- 
rhage is an inexcusable blunder, as it puts life in useless jeopardy 
for a condition comparatively harmless in itself. When the ex- 
tent of visceral disorganization is larger, with few exceptions, the 
only effect of a laparotomy is to shorten life. In violent abdo- 
minal contusions after evisceration, we are unable to immediately - 
determine just what extent of gangrene may later follow. 

In this class we should hesitate, deliberate, and weigh our 
cases well before we commit them to the last extremity of major 
surgery. I can recall about a dozen such cases in my own prac- 
tice. Not a single one survived that was laparotomized. As the 
iull course of anesthesia was approacht, their eyes closed, never to 
open again, for but few of them ever rallied from the shock. 

Three of such cases have come under my care within a year. 

CASES, 

Case I. A vigorous young man riding a “wheel” collided 
with a heavy watering cart, was thrown down, both wheels pass- 
ing over his body, just above the umbilicus. He was brought to 
the hospital in desperate shock. Six hours later he had rallied 
somewhat. Belly was ballooned and hyper-sensitive; lower ex- 
tremities drawn up; vomiting, but no blood; hands cold; pulse 
thready; body bedewed in a cold perspiration; suffered agonizing 
pain till morphine was freely given. Hepatic dullness was absent, 
abdomen tympanitic to percussion, rather of the character of 
false meteorism than true, or enteric. 

Everything being in readiness for complications or accidents, 
etherization was begun and continued with caution. A central incision 
thru the median raphe above the navel was made, the peritoneum 
punctured, when there issued thru, first, a gush of gas, then fluid 
blood and clots, with semi-digested food and fecal matter. There 
had not been very much blood lost. The transverse colon was 
torn off from the gastro-colic omentum, the bowel laid open on its 
anterior border. Drawing the stomach out thru the incision a 
rent completely thru its posterior wall, near the cardia, was found. 
Liver was not injured; but blood oozed up behind the hepatic 
flexure of the colon. Exploring deeply we came on a rent in the 
capsule of the right kidney; this was sutured, and the bleeding ar- 
rested. The wound in the colon was closed easily and quickly, the | 
one in the posterior wall of stomach reacht and sutured with 
great difficulty. The small intestine was then completely turned out, 
when it and all the viscera were scrutinized. Peritoneal cavity was | 
well washt and dried. Abdominal incision was then quickly closed. 
He was returned to bed in great collapse, but reacted well. At mid- 
night the report was that his condition was excellent. I called at 
6 a. m. at hospital myself, to find that he suddenly sank at 3 a. m., 
and promptly died. 

Autopsy was made at 5 p. m. same day. The rents which were 
sutured had closed completely, and there had been no consecutive 
hemorrhage. 

Such was the melancholy end of a case wherein recovery had 
been hoped for. 
Case 2. Patient, a young man, 27 years old, was working a 
large circular saw, when he was struck sideways by a large splinter 
of plank. His left forearm, which was flext at the time he was 
struck, was fractured thru both bones. The piece of timber glanced 


and hit him in the hypogastrium, knocking him down. I saw him 
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three hours after the accident, and found him in deep shock and 
great agony. Recognizing that great internal damage had occurred 
I had him speedily prepared for laparotomy. On opening the abdo- 
men there issued forth an enormous gush of bright, red blood. 
There was found a deep laceration in the left lobe of the liver, 
with evident rupture of the celiac axis. Notwithstanding large intra- 
venous injections of saline were given, mortal svmptoms so rapidly 
culminated that we had to discontinue intra-abdominal manipula- 
tions and close the incision, but before it was completed the patient 
was dead. An autopsy was not permitted. 

This was a case in which there was no evidence of perforation 
of any of the hollow organs, one in which it seems to me that full 
stimulation and free opiates might have afforded the patient a 
chance, which he certainly did not have in operation. 

My experience has been that the value of intra-venous injections 
has been much over-estimated. They certainly alone are not to be 
trusted in acute traumatic anemias. I am inclined to believe that 
by rapidly diluting the blood, impairing the hemostatic properties. 
and by over-distending the arterial system, this excess of aqueous 
material very much interferes with Nature’s provision against death 
from hemorrhage. 

Case 3. A boy of 12 years fell from a cherry tree, strik- 
ing his abdomen on the rail.of a fence. He was brought into 
hospital in great distress. He had free vomiting, tympanitic abdo- 
men, absence of hepatic dullness. Nine hours after entrance sectio 
abdominalis was performed. 

There was a large escape of gas and blood, intermixt with 
chylous elements. A rent in the anterior wall of the stomach and 
thru the jejunum in its upper fifth were found. There was free 
bleeding from the mesenteric vessels, which were ligated and rents 
quickly closed, but before the peritoneal toilet was completed the 
patient succumbed. Autopsy was denied. 

Might this last not have survived by symptomatic treatment 


- alone? 


With the rents in alimentary canal and chylous leakage it 
might seem preposterous to make such an inquiry, but facts are 
hard things to get over. The peritoneum. we know, possesses re- 
markable digestive and absorbent properties, and cases apparently 
as bad as this have been known to recover. 

An intestine heals with astonishing rapidity, and the jejunum 
being generally empty there is little chylous material to escape. 

My sad experience with these three cases (coming rapidly after 
each other in one year) has chilled by enthusiasm for early opera- 
tion in this class. 

Unless we are assured beyond all doubt that a large rent or 
rupture of a hollow organ is involved, immediate abdominal section 
for violent contusions of the abdomen should be discouraged, and 
under any circumstances before reaction is establisht it is a desperate 
resource of very questionable expediency. 


LARGE UTERINE lYOrMA REMOVED BY TRACHELOTOMY 
AND MORCELLATION. 


BY H. J. GARRIGUES, A. M., M. D!, NEW YORK. 
Gynecologist to St- Mark’s Hospital. 


Mrs. A. M. Afet, 46, married twenty-five years, mother of four 
children, the last of which was born twenty years ago, had a miscar- 
riage two years ago. Six years ago she was treated for “ulcerations 
of the womb.” Her menstruation had, in former years, been fairly 
regular but during the last two years it had come with intervals of 
three or four months. In younger years it was painful, but never 
profuse. She came to me for urinary trouble. For the last six or 
seven months she had been unable to void the urine in a sitting pos- 
ture. She could empty the bladder only when lying on her back or 
standing up. Vaginal examination revealed a uterus the size of a 
pregnant uterus at the end of five months, the fundus lying to the 
right, two inches below the umbilicus, and the lower part filling the 
upper part of the pelvis, from which it could, however, be pusht up. 
The uterus was freely movable. The os formed a pear-shaped open- 
ing two inches from side to side. The anterior lip was thin. In the 
Posterior was found part of the tumor extending below the level of 
the os. It was covered with a dark-red mucous membrane and was 
adherent to.the cervical canal, from which it could be partially 
separated. 

I decided to perform abdominal hysterectomy, but examination 
under other showed that the tumor was comparatively free to the 
right and behind, there being only adhesions that were easily broken 
with the finger or closed cervical scissors. To the left and in front 
the tumor formed one mass with the wall of the uterus. I, therefore. 
changes my plan and decided to remove the tumor, saving the 
uterus, 

_ The cervix was cut open on both sides un to the utero-vaginal 
junction. Next an incision was made into the lowest end of the 
tumor and one blade of a strong traction forceps was introduced 


into the opening, the other grasping the outside of the tumor. Thus 
a piece of the size of a hen’s-egg was circumscribed, but before 
severing it from the mass, a new grip was taken higher up, which 
procedure was repeated many times, some pieces being as large as a 
fist. The tumor had all the time to be liberated (from its connec- 
tion with the uterus) with the nails, closed scissors, or by cutting. 
The last part formed one mass with the fundus and part of the an- 
terior wall, but also here a line of demarkation could be made, 
until the whole tumor had been removed. The finger could now 
be past into the cavity of the uterus, the walls of which were still 
large and thick, but they contained no more tumors. 

In the beginning there was not much hemorrhage, but the upper 
parts were much more vascular, and contained a large cyst. By 
pulling well on the tumor all the time the hemorrhage was muci 
diminisht, the trunk of the uterine arteries being comprest against 
the brim of the pelvis, and the cuts in the cervix being comprest by 
the tumor. When all was out the latter bled freely, but all bleed- 
ing from this source stopt when the edges of the incisions were 
brought together with three chromicized catgut sutures on either 
side. From the inside of the cavity the hemorrhage was quite mod- 
erate. I filled the uterus with strips of iodoform gauze and packt 
the vagnia tightly with the same material and tampons of absorbent 
cotton wrung out of creolin emulsion, one per cent. The patient was 
well from the day of the operation. She had no pain, no fever, was 
out of bed at the end of the first week, and left the hospital well at 
the end of the second. 

If there had been serious bleeding after removal of the tumor, 
I should have removed the uterus itself in the same way: per vias 
naturalis; by traction, morcellation, and clamping or tying the broad 
ligaments. 

Most of the tumor was soft, pultaceous, but in some portions 
there was more fibrous connective tissue. Microscopical examination 
showed that it was a fibro-myoma. The mass removed weighed 1 
pound twelve ounces. 

Common volsellae and even Péan’s four-pronged traction for- 
ceps are entirely -inadequate to deal with such a case, as the thin 
prongs tear thru the soft tissue, but eight-pronged Péan forceps, 
and Baer’s heavy four-pronged, workt admirably. 

Toward the end it was difficult to tell what was tumor and 
what uterus; still there was a difference in the appearance of the 
tissue which guided me in choosing my line of cleavage. 


THREE SUCCESSFUL CASES OF TRACHEOTOSIY OF FOUR 
OPERATED ON FROI1 NOVETFIBER, 1898, TO [TARCH, 1899. 


BY CHARLES C. PARTRIDGE, M. D., HYDE PARK, MASS., 


Member Massachusetts Medical Society, Original Fellow New York 
State Medical Association. 


It falls to the lot of the average country practitioner so 
seldom nowadays to perform tracheotomy—for his city specialist 
confrere is so frequently summoned to perform intubation for 
pharyngeal stenosis from diphtheritic and allied causes that to 
save three of four cases by tracheotomy on patients in extremis 
from laryngeal diphtheria is, to say the least, very gratifying to the 
operator, as well as encouraging to others. All my patients were 
cyanotic to markt extent when I first saw them, with irregular 
and intermitting pulse, each laboring for breath and presenting 
every indication that rapid dissolution would take place if the 
stenosis was not at once relieved. 

All manner of inhalations, commonly resorted to in such cases, 
had been thoroly tested. 

INFLUENCE OF ANTITOXINE. 

Antitoxine had been freely used also, and I am naturally led 
to believe that it may have softened the membranous deposits and 
facilitated raising the same after operation. I am not a disbeliever, 
I would be understood, in the efficacy of antitoxine for certain 
cases, I hold that they simply do not know enough about it yet. 
Indeed, I feel able even to say that it was efficacious in saving 
this on that patient, or if it had been used earlier, in a certain 
case, which resulted fatally, that it probably would have prevented 
said fatal issue. I have had some very slow pulses in diphtheritic 
cases where antitoxine was used freely from the start. I have like- 
wise seen some quite pronounced paralyses following in the train 
of diphtheria, where it was employed. Altho we like to  be- 
lieve that if it is used in the “budding stages” of diphtheria that 
it does seem to ameliorate the subsequent course of the disease, and 
unquestionably does in a great many cases; yet there are cases of 
diphtheria over which antitoxine, I believe, will have but little 
influence, tho they are rare, to be sure. My experience does not 
lead me to recognize the fact that it prevents heart disturbances, 
i. e., slowed heart, intermitting heart, tachycardia; nor that it 
prevents paralysis, certainly not palatal, tho paralysis of limbs, of 
sterno-cleido-mastoid, etc., might have been worse had it not been 
used. Questions of extreme importance to the surgeon who oper- 
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ates in such cases are: Does antitoxine leave the system impaired 
for months afterwards? Does its use tend to promote cardiac 
trouble, especially slowed heart and sudden heart failure? We 
have all seen and heard of cases where much damage to the system 
has been attributed to it. Let us give antitoxine every bit of 
credit it deserves, but nothing more. That it 1s a great agent we do 
not doubt, but that it will save every case of diphtheria, even if 
used early in the disease, I do not believe. Let us not overlook 
in our enthusiasm a possible latent, subtle damaging to the system, 
which it may entail months, and perhaps years afterwards. I have 
had a mother refuse to allow me to use it this year in her little 
boy’s case, because she said he had been very weak, and his heart’s 
action had been impaired since it was used the year previous at a 
hospitel, where he was treated for diphtheritic laryngeal stenosis. 
She herself had had it used at the same time then, and claimed 
she had never felt as strong since. Of course, I presume we ought 
to say, these are the exceptional cases. 
EFFECT OF ANESTHETIC. 


In the cases I am about to describe I attribute much to the re- 
sults obtained. First, to the anesthetic used: Chloroform, which 
acts much quicker than ether, does not occasion nausea, and is 
not so depressing if one is careful to admit plenty of air into the 
inhaler; and I do not for a moment question but that it has the 
additional advantages over ether in preventing bronchial irritation, 
which may develop into a broncho-pneumonia, to which so many 
little patients succumb, following tracheotomy, as well as intuba- 
tion. Ether was used in the first case I ever operated on, and my 
patient was gone before I could safely get into the trachea. An- 
other patient, a girl of 10 years, never rallied from the ether, which 
occasioned more or less coughing, tho she breathed nicely and 
lived some time after the operation, but never regained conscious- 
ness. So I desire to make this point particularly emphatic: To 
use chloroform rather than ether, unless (possibly) with an excep- 
tionally robust subject. 

ESSENTIALS TO SUCCESS. 

I attribute much of my success to deliberation in operating; 

to carefully dissecting down thru layer after layer of tissue. I 
think the tendency is to be too bungling in the operation—“any- 
thing to get into the trachea,” with little regard to hemorrhage, 
the result of severing unnecessary blood vessels, when a moment 
more of time would have enabled one to enter safely without 
hemorrhage. One should also be sure before operating that the 
outer surface has been thoroly cleansed antiseptically; also to be 
particularly careful to cut directly in the median line, and not on 
one side of the trachea, because one then has difficulty in placing 
the tube in situ. It is a very important thing to know that one 
has entered the trachea and not merely the subadjacent tissue, 
easily told by obstructed breathing; also to remove any particles 
of membrane found hanging in the tracheal wound. Some English 
operator has even curetted up and down the trachea and saved 
his patient in a desperate case of diphtheria. Again. when the 
tube has been placed in situ, and the breathing sounds perfectly 
clear—not brassy and obstructed—it is safe to leave it in place. 
A good rule to follow is never to remove the outer tube for any 
cause whatever after it is well inserted. As soon as the knife 
enters the trachea there is a sudden suspension of respiration, which 
is said to be due to the sudden oxygenation of the blood and to 
the shock to the pneumogastric nerve. “It alarms one who is not 
on the lookout for it, and makes him for a moment believe his 
patient has died suddenly. Artificial respiration should be at once 
instituted, when‘in a few moments of time all fear is removed by 
the normal respiration being resumed. One should not make too 
small an external opening; it is better to have a slightly larger 
sear than to sever a thyroidal artery or vein from not being able to 
see the field of operation, or, perhaps, to lose the patient sud- 
denly from hemorrhage into the trachea. It should be remem- 
bered, then, to stop all hemorrhage before making any. incision 
into the trachea. Hot water will stop capillary oozine about as 
quickly as anything. 
_ I attribute much in the wav of results obtained to the avoid- 
ing of any unnecessary hemorrhage, or. I might say, to the lack 
of any hemorrhage: for T believe a tablespoonful of blood would 
represent all the blood lost including capillary oozing from the 
outer wound in any one of the cases. 

To the absolutely aseptic surroundings. as far as it is possible 
to obtain the same in such emergency conditions, the thoro sterili- 
zation of everything, every instrument, sponge, tubes—the latter 
I generally have boiled—with the tapes which go around the 
child’s neck already inserted (if it is possible to spare the time be- 
fore the operation), 1nuch must be ascribed to successful operations. 

I believe in the free use of the bichloride dressings about the 
tube and under the edges of the same. The nurse should be 


particularly careful not to infect the patient from without by touch- 
ing the dressings, and in removing the inner tube or attempting 
to remoye the material coming up thru the same, 


Nothing but a 


pledget of sterilized gauze, previously soakt in a bichloride solu- 
tion, should be used. 

The nurse should always be instructed to first wash her hands 
in sublimate solution, 1 to 2,000, before attempting to remove the 
inner tube or come in any way in contact with the wound; no mat- 
ter if this procedure has to be gone thru with fifty times in the 
course of twenty-four hours. I use pledgets of bichloride, 1 to 
2,000, about the tube and under the edges of the same, involving a 
space of, say, three inches on all sides of the tube. I prefer it to 
iodorform, because I believe the latter tends to nauseate the 
patient, whereas the bichloride we know is almost a specific against 
the diphtheritic micro-organisms and septic germs; and it is non- 
odorous. Several times where strict observance of carefully plac- 
ing the gauze about the tube was not followed out, elevation of 
temperature followed, which gave way in a very short time again 
when strict antispsis was renewed. 

Again. Great caution should be observed to avoid the clog- 
ging up of the tube, by constantly being on the watch, day and 
night, every moment of the time, for a piece of detacht membrane 
may come up from below and clog the inner tube, and thus sacri- 
fice the life of the patient in a moment’s time. As a routine treat- 
ment, I have the inner tube cleaned every fifteen minutes for, say, 
four hours after the operation, and subsequent to that at any time 
when the breathing seems in the least obstructed. 

I know of nothing more important when about to perform 
tracheotomy than to have a self-reliant nurse present—one accus- 
tomed to such cases preferred, of course, and, above all, one who 
is not easily disturbed. The operator should, it possible, be sure 
that she is reliable and can be counted on as being eternally 
vigilant; one who will not fall asleep at a critical time and allow 
the inner tube to become agglutinated to the outer tube, and to 
be itself gradually filled with tenacious membrane. 

The first case of tracheotomy I ever saw I believe died from 
the inattention (partially thru fear and partially thru carelessness) 
of the nurse in not properly cleansing the tube. The child lived 
twenty-four hours. 


Lavender Case, Girl 7 Years—Operation Performed 1:00 p. m. 


Date. | Hour. | Pulse. | Temperature. || Date. | Hour. | Pulse. | Temperature. 
1898. | P.M. 1898. P. M. 
Nov. 27} 4:00 Dec. 6-| 5:00 140 101 
9:00 12:00 100 101 
Nov. 28] A. M. A.M. 
11:00 Dec. 7-| 2:00 108 
Nov. 29} A. M. P.M. 
ss 4:00 Dec. 7-| 12:30 108 
4:00 10:00 96 
A.M. A.M. 
Nov. 30} 5:30 92 99 Dee. 8.| 2:00 8&8 
9:00 90 98.5 4:00 90 
P.M. 100 98.5 Pulse not so 
1:00 80 100 112 98.5 good. 
9:00 104 101 124 98.5 
A.M. 
Dec, 1.| 7:00 92 101 99 
Dec. 2-| 10:30 100 99 A.M. 
rem. Dec. 9-| 4:00 92 98.5 
112 99.6 S300 100 99 
A.M. P. M. 
Dec. 3.) 6:15 100 98.5 «3 oe 112 100.2 
10:00 92 99 125 100.4 
P. M. 116 100.2 
104 98.5 112 100 
A. M. A.M. 
98 Dec. 10} 3:00 104 98.5 
96 98.5 7:00 120 99 
P. M. ¢ 9:00 120 99 
120 100 P. M. 
100 98.5 1:00 90 98.5 
A.M. = 4:00 112 98.5 
Dec. 5-| 7:00 110 99 si 10:00 104 98.5 
P. M. A.M. 
106 101 Dec. 11} 2:00 
oF 4:30 124 101 = 3:30 100 98.5 Pulse fall 
A.M. “ 7:30 | 102 98 and regular. 
Dec. 6-| 7:30 128 100 ” 11:30 108 
148 101 P.M. 
Ate 136 102 5:00 104 98.5 
11:00 108 98.5 
“saree 144 102 A.M. 
Dec. 12} 8:00 110 98.5 


I have found very little reflex spasm from the tracheotomy 
tubes. The little patients soon become accustomed to them, and 
take their presence in the trachea as a matter of course, and if old 
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enough to reason, appreciate what great relief their introduction 
has afforded them of obtaining air. As the wound heals they com- 
plain of more or less pain in placing the inner tube and removing 
same. 

Finally I must lay special stress upon the importance of em- 
ploying heart tonics. 

CASES. 

In the history of the cases given herewith it will be noted that 

the temperature at no time ran very high from the disease per se. 
Seavey Case, Girl 7 Years—Operation Performed 2:00 p. m. 


Date. | Hour. | Pulse.| Temperature. || Date. | Hour. | Pulse. | Temperature. 
1898. | P.M. 1898. | P.M. 
Dec. 21) 6:45 102 103 Dec. 26) 8:30 100 98.6 
be 8:15 A.M. 
A.M. Dec. 27} 12:30 100 98.5 
Dee. 22 12:30! 124 | 101.2 “| 4:30 | 96 | 986 
- 3:30 120 100.6 5S 7:30 100 98.6 
" 6:30 118 99.4 = 10:00 100 98.5 
9:30 112 100.2 
P.M. 1:00 100 98.5 
* 12:30 124 100.2 Ay 4:00 100 98.6 
bs 3:30 120 100,4 * 10:30 96 98.5 
“ 6:30 | 100 | 101 A.M. 
ba 10:30 98 100 Dec. 28} 1:30 96 98.5 
A.M. vs 6:30 100 98.5 
Dee. 23) 2:30 96 100 bas 9:30 100 98.5 
* 5:30 110 99.4 P. M. 
9:00 | “120 100.2 12:30 100 99.4 
sid 12:00 116 100.8 ° 4:00 100 98.5 
P. M. 9:30 100 98.5 
sh 3:00 120 101 A.M. 
sal 6:00 110 101 Dec. 29} 1:00 100 98.6 
S 16:00 96 100.2 = 5:00 100 98.6 
A.M. ss 8:00 100 98.5 
Dec. 24) 1:00 100 100 ba 11:30 100 93 
+f 4:30 108 100.2 P.M 
7:30 110 100.6 2:30 100 98.5 
bi 12:00 100 100.4 A.M. 
P.M. Dec. 30) 6:30 96 98.6 
3:00 108 100.2 P.M. 
6:00 104 101 12:30 190 98.5 
= 12:00 104 100 hee 8:00 90 98.5 
A.M. A.M. 
Dec. 25) 3:00 100 100 Dec. 31} 7:00 92 98.5 
6:30 104 100 P. M. 
9:30 100 _ | 100 1:30 | 100 . 98.5 
P.M. 1899. | A.M. 
‘ 2:30 104 99 Jan. 1-| 8:00 92 © 98.6 
ae 5:00 100 99 P. M. . 
8.00 100 99 90 99 
“| 11:00 | 100 99 A.M. : 
A.M. Jan. 2-| 7:00 92 98.5 
Dec. 26} 4:00 | 100 99 P. M. ls 
se 7:00 | 100 98.6 o.oo 92 99 
9:30 100 $8.6 90 99 
P.M. A. M. . 
2 2:30 96 99 Jan. 3.) 7:00 94 99 
5:30 110 98. 6 99.4 


Hackley Case, Girl 3 Years—Operation Performed 2:00 p. m. 


Date. | Hour. | Pulse. | Temperature. |} Date. | Hour. | Pulse. |. Temperature. 
1899. | P. M. 1899. | P.M. 
Mar. 18] 2:15 136 10? Mar. 24] 12:18 |........ 98.5 
bigs 5:30 130 101 gs 5:00 100 98.5 
bi 19:15 120 100 A.M. 
A.M. Mar. 25) 7:45 116 99 
Mar. 19} 1:30 112 99.6 P. 
5:30 2 99.6 12:15 108 99 
9:30 108 99 7:00 100 99 
P.M. A.M. 
= 3:00 100 99 Mar. 26) 11:30 92 98.5 
5:00 100 99 P.M. 
A.M. be 9:15 88 99 
Mar. 20} 6:00 98 98.5 A.M. 
bax 10:00 100 99 Mar. 27! 8:00 108 98.5 
P.M. his 11:00 104 98.3 
bs 1:00 112 99 A.M. 
Sy 5:30 108 99.6 Mar. 28] 8:30 112 98.5 
11:45 100 99 P.M. 
A.M. a 2:15 104 98.5 
Mar. 21) 6:45 88 98.5 bi 5:00 112. 98.5 
S 11:30 100 99 A.M. 
Pe Mar. 29) 6:30 90 98 
4:45 100 99 10:00 100 98 
A.M. P.M. 
Mar. 22] 7:00 90 98.8 Md 3:30 108 97.6 
P.M. A.M. 
si 4:00 100 98.6 Mar. 30) 7:15 84 97 
A.M. P. M. 
Mar. 23} 11:00 120 99 « 9:00 104 98.5 
P.M. i A.M. 
s 4:00 108 98.5 Mar. 31| 7:00 96 98 
A.M. bei 11:30 98 98 
Mar. 24) 7:30 100 98.8 A.M. 
Aprili.| 8:30 $4. 98.5 


The temperature is never high in diphtheria, pure and simple; it 
becomes elevated only when some complication arises; but the 
pulse, owing to the septic character of this affection (in these 


cases particularly) is considerably disturbed thruout the disease; 
in these patients it was intermittent, irregular and needed constant 
attention. Brandy, strychnine, strophanthus, nitroglycerine and 
cactina were individually used. Strychnine and cactina pillets 
were mostly relied on, and continued well into convalescence: 

Now, I do not claim that tracheotomy should be performed in 
lieu -of intubation always, but I do believe the chances are better 
of ultimately saving the patients, if the cases are far gone, and 
badly cyanosed, than they are with intubation. Intubation has 
the advantage of giving air without any external wound, but I 
doubt whether elimination of the broken down membrane can be as 
satisfactorily brought about as in tracheotomy where one can 
take the tube out and clean it. 


ON VENEREAL WARTS. 


BY WILLIAM S. GOTTHEIL, M. D., NEW YORK CITY, 


Professor of Dermatology, New York School of Clinical Medicine; Derma- 
tologist tothe Lebanon and Beth Israel Hospitals, Etc. 


The so-called venereal or moist warts are papillomata of the 
skin and mucous membranes, differing in no essential features from 
the other similar growths known as corns, ordinary warts, cuta- 
neous horns, and warty nevi. They are separately treated of in our 
text books in deference to old usage and certain entirely unim- 
portant but constant characteristics that they possess. Both fac- 
tors in the common name are inappropriate. The designation 
“wart” is indefinite, and: includes in ordinary parlance many 
growths, sarcomatous, carcindmatous, fibromatous and nevoid, 
which bear only a superficial resemblance to the common tumors 
with which we are dealing. And the qualification “venereal” is 
certainly a misnomer, since the growths in question are not 
vetereal at all, save in so far as they are usually situated in the 
neighborhood of the external genito-urinary organs, and some- 
times co-exist with certain venereal maladies. Moist papillomata, 
or most or acuminate condylomata would be more appropriate 
designations. 

They are commoniy found in the male on the prepuce, glans 
penis, or in the sulcus coronarius; and in the female upon the 


Fig. 1. 
labia and about the anus and perineum. 
mon to find them under the mamma, in the axilla, etc., and I 


But it is not uncom- 
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have recently met typical cases of acuminate condylomata around 
the mouth of a child and in the umbilicus of a young woman. 

The accompanying pictures show examples of two of the com- 
monest varieties in their most usual situation. In the first one 
(Fig. 1) they appear as a number of mostly rounded but occa- 
sionally sessile pink tumors seated on both folds of the preputial 


Fig. 2. 
mucous membrane. In Fig. 2 they form a ring of cauliflower-like 
growths, occupying the entire free margin of the prepuce, and 
as the patient was a colored man, the contrast between the dark 
hue of his skin and mucosae and the vivid red of the papillomata 
was very markt. 

In about half the cases a discharge from the mucous orifice 
in their neighborhood, gonococcal or catarrhal in character, is 
present, and there is no doubt that its’ occurrence favors the de- 
velopment and growth of the lesions, and that it is usually found 
in the very extensive cases. Moisture and warmth, and the pres- 
ence of decomposition and pathogenic bacteria undoubtedly pro- 
mote papillary hypertrophy, and so, also, does the inflammation 
of the skin that is usually present when it is exposed to the in- 
fluence of irritant discharge. But they often appear without any 
such factors being present. Neither of the cases here figured had 
gonorrhea or balanitis; nor was there any accumulation of smegma 
or dirt in the preputial sac. 

In point of fact we are essentially ignorant of the factors that 
determine the development of the papillomatous tumors. The 
popular idea that they are contagious, like the ordinary warts of 
the hands and fingers, is gaining ground among dermatologists. 
Kranz has succeeded in inoculating them, and I have met one case 
in which there was an abundant papillary growth on the labia and 
perineum of a young woman who had no leucorrheal or gonorrheal 
discharge, and whose lover developt condylomata acuminata of 
the glans and prepuce a few weeks later. Cornil, Kiihnemann and 
others have found micro-organisms in these tumors which they 
regard as the specific cause of the growths. Satisfactory proof of 
this relationship is, however, still wanting. 

Papillomata or venereal warts are, of course, in themselves 
perfectly innocent growths, and are objectionable only on ac- 
count of the deformity and the possible interference with the func- 
tion of the parts on which they are situated. When they occur in 
individuals over 40 years of age, and more especially on the glans 
and prepuce, their removal is important, on account of the ever- 
present possibility of their development into growths of a can- 
cerous nature. The same rule holds good as with all dermal tumors 
in elderly individuals. Radical removal is indicated. 

Their treatment is usually a simple matter. Cleanliness and 
dryness are essentials, as is also the cure of any discharge that may 


off with the scissors, liquor ferri sesquichloridi or pure carbolic 
acid being applied to their bases after the bleeding has_stopt. 
Flatter growths, :f not extensive, are best treated with antiseptic 
and astringent dusting powders, of which one of the best is one 
composed of from three to ten per cent of salicylic acid with equal 
parts of amylum and talcum. Where greater astringency and dessi- 
cation is needed a powder composed of equal parts of alum, salicylic 
acid and starch will do good service. Tannic acid and iodoform is 
useful, if the patient does not mind the odor. 


For growths that resist these simpler methods the application 
of pure chromic acid fused upon a probe, or of pure carbolic acid 
will do. Some require the galvano-cautery, or, if very vascular, 
the galvano-caustic snare—being slowly cut thru with the wire 
heated to a dull red color. These latter procedures are especially 
applicable to growths upon the glans penis. After the eschar has 
come away, the base from which the papillae grew should be cau- 
terised again to prevent reappearance of the’ tumor. 

When the condylomata are numerous, and are seated in ac- 
cessible locations, excision and suturing under local eucaine 
anesthesia is a speedy and efficient method of removing them. 

Two further considerations of importance occur to me. These 
affections should never be regarded as trivial when occurring in 
elderly persons, aud resort should be quickly had to radical meas- 
ures if they are at all rebellious. And under no circumstances 
should the nitrate of silver ever be employed in the attempt to re- 
move them. It is unfortunate that this agent should ever have 
been called a caustic at all. It is a mild irritant, and experience 
teaches that it is just the thing to stimulate an innocent papilloma 
into malignant cancerous growth. 


SIGNS OF INHERITED SYPHILIS.* 


BY ROBERT H. M. DAWBARN, M. D., NEW YORK CITY, 


Professor of Surgery in the New York Polyclinic School and Hospital; 
Surgeon to the New York City Hospital. < ; 


To the surgeon of the city this is one of the most important 
of subjects; the frightful mortality among children of syphilitic 
parents, as well as the various manifestations of the disease met 
in practice among older patients, attests this. According to Four- 
nier only one child out of four syphilitics survive; and the same 
proportion has been observed in Moscow. A majority die within 
the first year. Therefore, prompt recognition is essential if treat- 
ment is to be effective. As a help to this end I have formulated 
twenty-seven diagnostic points. 

A chronological order of involvement in inherited syphilis is 
wanting; therefore symptoms must be simply designated as of 
“early” and “late appearance.” 

I. DIDAY’S SIGN. 

Next to the look of little old men the most characteristic sign 
is a sallow color of the skin of the new-born. Syphilitic children 
are but rarely plump—they are wrinkled and “old,” as Diday says. 
Occasionally a plump’ baby may later develop syphilitic lesions. 

2. THICK UMBILICAL CORD. 

Many syphilitic babies present an umbilical cord so ex- 
tremely thick as to seem swollen; and it is also apt to be very 
long, and but slowly detacht from the navel. It may be due to a 
partial endophlebitis obliterans. 

3. PEMPHIGUS SYPHILITICUS. 

The mortality of infantile syphilis. of which pemphigus is a 
symptom, is almost 100 per cent. Very rarely the eruption ap- 
pears as a vesicular syphilide, occurring (as the name implies) in 
small blisters, and commonly associated with a pustular eruption. 
Groups of the little vesicles form here and there, closely packt to- 
gether. It is not so fatal a sign as pemphigus, but, nevertheless, 
indicates a severe type of infection. It is worth noting that, altho 
syphilis is so polymorphous in its skin manifestations, it is only 
in the early and inherited type that we find bulle or vesicles. Ex- 
ceptions to this rule are very rare. 

4. COMMON SYPHILITIC ERUPTION. 


The skin manifestation in its most frequent early form is an 
erythema. The macules first appear upon the lower part of ab- 
domen and about the genitals, as a rule—of pinkish color early; 
later coppery. The rash is apt to first show itself about three 
weeks after birth. Certain English writers allude to “syphilitic 
penny pieces” as descriptive of the appearance, but “farthing 
pieces” would be a little more nearly right; for in size, after be- 
coming fully developt, they average that of the baby’s finger-nails. 
Subsequent crops may show any and all syphilides fully as poly- 
morphous as, and more irregular in development than, acquired 
syphilis. We should remember that in only about twenty-five 
per cent of the cases of inherited syphilis do we find any eruption 


at all. 
favor their growth. Isolated and sessile condylomata can be snipt}: 


, 5. CONDYLOMATA. 
Condylomata are often seen early, and at the muco-cutaneous 
junctions, and also where there is chafing and moisture of the 
skin. The commonest seat is at the anus. 
6. NASAL SYMPTOMS. 
“Snuffles” is one of the commonest signs, due to coryza 
syphilitica or, later on, to a true ozena Coryza of the newborn 
is exceedingly suspicious always, say Ashby and Wright. 


* Synopsis of a paper read before the New York Academy of Medicine. 
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LARYNGEAL SYMPTOMS. 

The same pathological changes in the larynx—i. e., mucous 
patches, ulceration, or, later on, gummatous involvement at times 
—are responsible for the characteristic hoarseness of the crying 
and of the speaking voice. 

MUCOUS PATCHES. 

Mucous patches will be found quite often, and may be observed 
at times upon any of the mucous surfaces capable of inspection— 
the lips, mouth, anus, nose, larynx. 

9. STOMATITIS. 

Even when there are no mucous patches a general stomatitis 
(and pharyngitis) is an almost constant phenomenon in early cases 
of congenital syphilis, according to Holt. Ulceration is apt to ap- 
pear later. A peculiar desquamation of the tongue has been at 
times noted, too. 

10. ABSENCE OF LYMPHATIC INVOLVEMENT. 

Sometimes there is a diagnostic value even in a negation; 
and as a distinguishing sign between the congenital and the 
acquired variety it is a striking fact, mentioned by a number of 
authors, that general lymphnodular enlargement of the usual suba- 
cute and chronic kind is characteristically absent in the congenital 
type. 

II. BLEEDING. 

Hemorrhages, while infrequent, are diagnostic when present. 
They may occur either from ulcerated or from apparently sound 
mucous menibranes; or ecchymotic spots may develop, quite with- 
out traumatic cause, here and there beneath the skin. 

12. VISCERAL CHANGES. 

Among visceral involvements, Virchow’s term, ‘* a white pneu- 
monia,” is worth remembering; due mainly to a fatty degeneration 
of the epithelium of the air vesicles. This pneumonia is the type 
which occurs in the still-born and those dying not long after 
birth; in older cases there may be an interstitial pneumonia, or 
else gumma of the lungs. Of course, the “white pneumonia” is 
mainly of post-mortem diagnostic value. To be sure, it is sus- 
picious to have a baby born with pneumonic disease, or to have 
this appear very shortly afterward; but the physical signs of the 
consolidation cannot be said to differ materially from those of 
pneumonia otherwise induced. 

13. HEPATIC DISEASE. 

Involvement of the liver is very frequent in congenital syphilis, 
and is due to diffuse interstitial hepatitis or to gummata, or occa- 
sionally to amyloid degeneration, A distinct enlargement, ac- 
companying other signs, is suspicious. The hepatic derangement 
may, of course, cause ascites, ‘which is not accompanied by 
jaundice, a fact most interesting. 

14. SPLENIC ENLARGEMENT. 

In newborn syphilitics the spleen is almost always involved, 
according to Holt. Gee, however, puts it as being enlarged in 
only about one-half the cases. Whatever the exact proportion, it 
is plain that distinct enlargement of this viscus has great diagnostic 
value. Taylor states that, once begun, the growth is rapid—the 
size of the organ often beine guadrupled in two or three weeks. 
There may, of course, be kidney involvement, too, but not in a 
way to enable us to differentiate it from nephritis of other source. 
This is also true of the disturbances in the pancreas. 

15. EYE SYMPTOMS. 

Certain eye troubles are highly diagnostic. 
most pathognomonic, is “ground-glass cornea,” due to interstitial 
punctate keratitis, and with no tendency to ulceration. _ Iritis, 
chloroiditis, retinitis, optic neuritis may also be found. But the 
first-named (keratitis) is the one of greatest diagnostic value. 

16. EAR TROUBLES. 

Inflammation of the middle ear, by itself, cannot be considered 
of much value; but when associated with certain other symptoms 
it is otherwise. Hutchinson’s famous “triad of symptoms” are: 
Notcht teeth, ground-glass cornea, and otitis media. Hutchinson 
also mentions a suddenly and painlessly occurring deafness as be- 
ing almost always of this nature; which may lead to deaf-mutism. 

17. ALOPECIA. . 

A rapidly occurring alopecia is suspicious of syphilis, and oc- 

curs as well in the inherited as the acquired, tho by no means always 


present. 
18. PAINLESS ORCHITIS. 

Among rare signs, tho of great value when present, must be 
mentioned a painless orchitis. The testicle may be handled and 
prest with impunity. 

19. NEUROTIC MANIFESTATIONS. 

Neuroses must not be forgotten, tho infrequent and not occur- 
ting very early, as a rule. Chorea, epilepsy, hemiplegia, are ex- 
amples. As to epilepsy, Jackson urges that the brothers and sisters 
of an epileptic child should be most carefully examined (as well 
as itself) to determine whether syphilis is not the cause. Regard- 
ing paralyses, it is enough too say that as gumma develops in the 
later stages of congenital syphilis, just as it does in the acquired, 
there may be paralytic symptoms in any and all forms; and sud- 


Of these, one, al- 


denly and quietly appearing paralyses should make us think of this 
disease before any other as to a cause. 
20, OSSEOUS SIGNS. 

Discussion of the sundry osseous signs has been deferred 
until this point, not because they occur late (all of them), or are 
unimportant, but in order that they may be studied in a group to- 
gether. Among the commonest and earliest of all important signs 
is osteochondritis, involving the shafts and epiphyseal junctions of 
the long bones. Taylor says this is often the only sign; and that 

at other times its presence decides the syphilitic nature of co- 
existing lesions. It is usually found at birth or within a month 
later.. The swellings are rather distinctly limited as a rule, and the 
child suffers when they are handled. Those of rickets are apt to 
occur much later, and to be more epiphyseal than in the cartilage 
and shaft. In bad cases there may finally occur separation of the 
epiphyses, suppurative osteomyelitis, and necrosis. 

21. PERIOSTITIS. 

Later in appearance than osteochondritis is syphilitic peri- 
ostitis. Perhaps as characteristic a sign as any from this source is 
the one called “the nodes of Parrot,” described carefully in Moul- 
lin’s Surgery. Periostitis in infancy is nearly always syphilitic; in 
later childhood it may be tubercular or traumatic, but the associa- 
tion of other symptoms of syphilis on the one hand, and the history 
of trauma on the other, will not allow any mistake in diagnosis. 

22. DACTYLITIS SYPHILITICA, 

This inflammatory swelling affects mainly the first phalanges— 
differing from dactylitis ee in this regard, as well as its 
tendency to be symmetrical, 7. ¢., appearing on both hands. 

23. ONYCHIA. 

The finger nails sometimes have peculiar forms of onychia; the 
characteristic “claw” being conspicuous. In this the root of the 
nail seems pincht transversely, being thus narrowed and greatly 
thickened. 

24. DECAYING TEETH, 

In syphilitic children the temporary teeth are cut very early; 
they are of bad color; and are liable to a crumbling decay, the 
upper central incisors suffering first (Erichsen). 

25. HUTCHINSON’S TEETH. 

Hutchinson’s teeth appear only in the permanent set. The upper 
central incisors are mainly involved, or, at least, most characteris- 
tically The notching of the lower edge and the “peg shape” or 
“screw-driver shape,” are familiar to all. They are found only in 
those children who have had syphilitic stomatitis at an early age. 

26. DEFORMITIES. 

In late cases are found irregularities, hypertrophies and asym- 
metries of bony development, the nose being particularly liable to 
implication. This deformity of the nose, due to necrosis, depends 
upon the lower part retreating toward the upper; or else the bridge 
is sunken. The tibia also is a frequent site of deformity; often 
being greatly thickened, its crest no longer a mere ridge, but a 
wide surface, sometimes swelling forward so that a side view 
gives a peculiar “saber shape.” 

27. OTHER STIGMATA. 

In conclusion we may well consider the stigmata of a syphilis 
which was active in early childhood, but which is either cured or 
quiescent at examination. The peculiar tibiae, just mentioned, 
come under this head, prominently. Chronic fissures of the lips 
leave diagnostic linear creases there. Small scars upon the skin or 
mucous membranes of children who are no longer infants deserve 
study; if of syphilitic origin they are apt to be curvi-linear or 
crescentic, may occur in groups, and not rarely are symmetrical 
upon the two sides, being of special import if upon the upper part 
of the legs. Such signs imply that the child once had a rather 
severe type of congenital syphilis, tho now perhaps cured. 


David Boviard, Jr., of New York, in a recent paper on Empyema 
in Infants, comes to the following conclusions : (1) Empyema is not 
uncommon in the first two years of life and even in the early 
months. Of sixty-nine fatal cases, eleven occurred in children under 6 
months of age, forty in those between 6 months and 1 year, and 
eighteen between I and 2 years. The youngest patient was 2 months 
and 19 days old. (2) The mortality during this period is very high. 
(3) Empyema in infants is very frequently mistaken for pneumonia. 
(4) The rational signs are the same as those of pneumonia in chil- 
dren. (5) The physical signs cannot be relied on for diagnosis. (6) 
Exploration is called for in every case in which, with the rational 
signs of pulmonary disease, we find markt dullness or flatness over 
any part of the lung, especially if accompanied by diminution or ab- 
sence of voice and breathing or displacement of the heart. (7) 
Expioration should be made with a large needle, and repeated if 
necessary. Not any of Boviard’s cases has ever shown harm from 
the use of the needle; many have been mist by reason of failure to use 
it. (8) Practically all effusions in infancy are either purulent from 
the beginning or soon become so. (9) When pus is found, drainage 
is called for. Incision in an intercostal space, with the insertion of 
drainage-tubes, answers this end thoroly. 
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URETHRAL ASEPSIS.* 


BY FERD. C. VALENTINE, M. D., NEW YORK CITY. 
Professor of Genito-Urinary Diseases, New York School of Clinical 
Medicine, etc. 5 


No claim can be made for originality in the methods employed 
here to avoid constitutional infection from urethral instrumenta- 
tion. Equally it must not be asserted that more than an approach at 
urethral asepsis can be attempted. A little consideration of the 
channel and the tracts that empty into it make it evident that any- 
thing like absolute asepsis thereof is impossible. Our duty mani- 
festly then is to do all in our power to obtain as nearly an aseptic 
condition as is attainable. 

Only recently a writer in a medical journal spoke of rendering 
the urethra “sterile.” In the knowledge of the fact that even the 
normal urethra harbors myriads of bacteria, that many of these may 
be lodged deeply within the crypts, glands, and follicles, and the 
tissues themselves, that but a slight cause can render active many 
of those that are noxious, it cannot be inferred otherwise than that 
the writer, who spoke so lightly of sterilizing the urethra, meant 
thereby that he advocated rendering it approximately sterile. 

These statements may seem to contravene what I have per- 
sistently taught here and frequently written, regarding the quest for 
safety from infection via the urethra. In support of my advocacy of 
the methods we employ, I need only say that they are worth all 
the trouble taken with them, for since their employment I have not 
had a single case of urethral fever (“catheter fever”) to record. “I 
need not remind you of the large number of cases we examine and 
treat here daily; the gentlemen who have visited this clinic since 
it was establisht will bear out my assertion that for nearly seven 
years we have encountered no such lamentable, but manifestly 
avoidable, incident as urethral fever. 

It is evident herefrom that I take issue with that eminent sur- 
geon and author, Carl Beck', who, in a recent article, says: 
“Whenever blood shows after catheterization, there will be a chill.” 
I hold that wherever the precautions against infection, so admirably 
described by Beck, are omitted before urethral instrumentation, and 
when irrigation after instrumentation is neglected, a chill, as evi- 
dence of constitutional infection, may be expected. And this chill 
is just as likely to be present, even when no oozing of blood sounds 
the warning note. 

Posner’ says that any—ever so slight—lesion to the urethra 
throws wide open the portals for constitutional infection. Mani- 
festly, then, no instrument of any kind can be inserted into the 
urethra without endangering the patient’s life, unless careful pro- 
vision against the danger is made. 

It seems meet that we go for a moment beyond the strict limits 
of clinical work to at least outline the methods employed to safe- 
guard our patients. Beck, in many of his writings on aseptic sur- 
gery, energetically emphasizes the need and methods of securing 
asepsis of the skin to be cut in operations. But he also points out 
that intracutaneous bacteria cannot be reacht by any disinfecting 
process®. This explains many of the cases of stitch-abscess usually, 
and, perhaps, often unjustly, attributed to defectively-sterilized cat- 
gut or other suture material. 

Urethral asepsis, or rather as close an approach thereto as is 
possible, in the light of our present knowledge, is approximated by: 
1, clean hands; 2, clean instruments; 3, as clean a urethra as is 
within our means to secure, both before and after instrumentation. 

Clean hands are obtainable by vigorous scrubbing with soap and 
a hard brush in very hot water, giving special attention to the nail- 
beds and subungual furrows. Mopping the hands with alcohol 
and mercuric bichlorid render the work still more safe. 

Clean instruments are obtained by careful sterilization in ac- 
cord with the methods well known to you. 

A clean urethra, in a surgical sense, is however not obtainable. 
We can but approach it, as mentioned before. To do our duty as 
fully as possible we cleanse the superfices of the penis as thoroly as 
possible, and then we perform the following essential steps: 

With absorbent cotton, .soakt in bichlorid 1 to 1,000, we mop 
the external surface of the prepuce, its internal (mucous) surface, 
the glans, the sulci at either side of the frenum, the coronary sulcus, 
and finally the lips of the meatus. For mopping each of these re- 
gions we use a fresh cotten pledget. 

We then irrigate the urethra thoroly with boric acid, four per 
cent, or bichlorid, 1-20,000, or permanganate, 1-6,000. Beck's sug- 
gestion to employ a prophylactic injection may then be wisely em- 
ployed. He advocates a five per cent suspension of iodoform in 
glycerin, injected into tie uréthra before any instrument is inserted. 
While acknowledging the inertness of iodoform upon healthy tis- 
sues, he is enthusiastic regarding its effect when a lesion exists, and 
especially at the moment it is made. The slightest abrasion leads 


*Stenographic report of a clinical lecture delivered in the Genito-Urinary 
Department, New York School of Clinical Medicine, January 18, 1900. 


to the liberation of iodin with its destructive effect upon the bacteria 
that are ever present. While it is evident that all bacteria cannot 
be so destroyed, the development of most of them is thus arrested. 
While gladly conceding to Beck full credit for his ardent advocacy 
of this additional precaution, the avoidance of constitutional in- 
fection from even the most caretul urethral instrumentation must 
not be considered complete without irrigation of the channei im- 
mediately thereafter. 

In urging post-operative irrigation, it would be absurd to claim 
that thereby we wash all bacteria from the urethra. Even if we 
could do this, our irrigating fluid would not enter the intricate re- 
moteness of the crypts, glands, and follicles, nor the intramucous 
tissues in which bacteria are situated. What then can we accom- 
plish by such post-operative irrigations? 

Coercing aside all theoretical considerations, for the sake of 
brevity we may accept the thoughts offered by Janet, namely, that, 
by these copious hot irrigations we produce an artificial edema of 
the urethral mucosa, which then becomes an unfavorable culture- 
medium for the bacteria. The rationale thereof, as well as the 
technic of such irrigations, is more fully discust in my little book 
on the subject*. 

To briefly recapitulate: 

1. Urethral asepsis is an ideal as yet beyond our reach. 

2. Every effort should be made to approach it as closely as pos- 
sible before instrumentation. 

3. No urethral or intravesical instrumentation is complete 
without subsequent irrigation of the region invaded. 

4. Even the slightest invasion of the urethra by an ever so 
gently conducted instrument is a menace to the patient’s life, unless 
all precautions against catheter-fever are employed. 

5. It is nearly seven years since I first suggested and employed 
post-operative irrigation in dispensary, hospital and private prac- 
tice, and with a daily average of thirty cases, experience therewith 
makes it seem that urethral fever (“Catheter fever”) is an entirely 
avoidable and unnecessary complication. 
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LOOSE KIDNEY—HAIR LIP.* 


BY ROBERT T. MORRIS, M. D., NEW YORK CITY. 
Clinical Lecture at the New aaa ane Medical School, January 


GENTLEMEN—This first case is one of loose kidney. The patient, 
a woman who has suffered from obscure gastric disturbance for 
the past two or three years, finds the disturbance increases when- 
ever she attempts to walk or to ride; but is quite well if she remains 
quietly at home. Loose kidney is so common that every practitioner 
with an average practi¢e has a number of cases among his patients, 
and if he fails to recognize the condition he must often treat very un- 
satisfactorily the many reflex disturbances which a loose kidney will 
produce. 

Loose kidneys are of two chief types: First, the rare con- 
genital “floating kidneys” which have a mesonephron. This condi- 
tion is known specially as floating kidney. The congenital floating 
kidney often produces very little disturbance, because the sympa- 
thetic nerves seem to have become accustomed to its abnormal 
range of motion. One patient, a young lady, who is in the habit of 
riding across country to the hounds, came to see me not long ago 
to ask about the two funny little balls which she could notice thru 
the abdominal wall after any particularly hard ride in which she 
had taken a number of fences. They did not produce any symptoms 
—she simply wanted to know about them, “because they were 
funny,” to use her expression. 

Kidneys which become loose later in life and slide thru peri- 
toneal planes abnormally, may or may not produce important reflex 
disturbances. The loose kidneys, which are part of a general 
enteroptosis, are sometimes thought to be the chief cause for the 
disturbances when a superficial examination of the case has been 
made. But in such a case we are apt to be disappointed in the effect 
of any operation made for the purpose of fixing the kidney, because 
the liver, with its long range of motion, will push the kidney se- 
verely after the operation, unless means have been applied for con- 
trolling the general enteroptosis. Abdominal supporters which sup- 
port all of the abdominal viscera will give the greatest degree of 
comfort in these cases of enteroptosis temporarily, but many of 
them seem to be curable by persistent treatment with massage, elec- 
tricity and definite tonic treatment. One needs a considerable degree 
of experience in order to know which case should receive which 


* Reported for the American Journal of Surgery and, Gynecology. 
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sort of treatment. It is not easily described in words, but it is one 
of the things which goes by the intuition of the physician. 

Loose kidneys, which are not a part of a general enteroptosis, 
may or may not produce serious symptoms. In cases in which 
various reflex disturbances can be traced directly to a loose kidney 
which it not part of a general enteroptosis, the operation for suturing 
the kidney in place is extremely satisfactory, and usually brings 
about a brilliant cure. 

The loose kidney is readily discovered by palpation, if one is 
trained in methods of palpating the abdominal organs, but it re- 
quires some practice at first. I have had patients who could easily 
palpate their own loose kidneys after they had practist it a little 
themselves, when physicians who tried to palpate the same kidneys 
could not make them out. 

The symptoms of loose kidney are sometimes rather complex, 
but we are almost certain to have markt disturbance of the gastric 
functions and various neuralgias, occasional attacks of acute indiges- 
tion, chronic irritation of the stomach, with sometimes the produc- 
tion of very large quantities of thin, watery fluid in the stomach, 
which is vomited from time to time. In almost all of these cases 
we have also troublesome intestinal indigestion, with a tendency to 
much gas formation in the bowel. Some of the cases of enteritis in 
which mucous casts of the bowel are formed are directly dependent 
upon loose kidney, and these most intractable cases under medical 
treatment are promptly cured when the cause is a loose kidney, 
and when the loose kidney is sutured permanently in place. A 
— kidney sometimes becomes strangulated by twisting upon its 
pedicle. 

We often have neuralgia of loose kidneys, but more commonly, 
perhaps, neuralgia of the ilio-hypogastric and ilio-inguinal nerves. 

The causes for loose kidney seem to be various. In some cases 
absorption of the kidney-fat apparently allows the kidney to leave 
its connective tissue anchorage and to begin to wander by gravita- 
tion into peritoneal planes. Sometimes a sudden severe blow or a 
fall will dislodge the kidney from its connective tissue anchorage, 
and it then begins to wander. By far the most common cause I be- 
lieve to be the wearing of snug corsets, which compress the lower 
margin of the ribs. The liver is prevented from sliding over the 
kidney in the normal movement with inspiration, and is forced up 
and down like the plunger of a piston, so that the liver pushes di- 
rectly upon the kidney with each inspiration, and gradually dislodges 
it; wandering of the kiney then begins. 

In this case, which I now operate upon, a section is made di- 
rectly down to the peritoneal tat, along the border of the quadratus 
lumborum muscle. The kidney fat is pulled up in a mass, and 
serves me as a handle during the operation. The kidney is brought 
into view by pulling upon this handle, and I now dissect loose an 
ear-shaped flap of fibrous capsule of the kidney and draw this ear- 
shaped flap thru a slit made in the psoas muscle. The ear of fibrous 
capsule is then sutured in its position in the psoas muscle, and it 
will anchor the kidney permanently. The kidney fat is then cut 
away, and the remaining margin of fat is also sutured to the psoas 
muscle. ‘The wound is closed by suturing the muscles, layer by 
layer; and, finally, a subcuticular suture ot catgut is introduced in 
the skin. This will allow the wound to heal with very little scar. A 
similar case, which I operated upon two weeks ago, has just left 
the hospital, twelve days after the operation. 

This operation disturbs the patient very much less, according 
to my experience, than the operation in which sutures are past thru 
the parenchyma of the kidney, and the patients do not need to re- 
main a long while in bed. Most of them are perfectly comfortable 
as soon as the effects of ether have past. 

HARE-LIP. 

The next case is one of hare-lip that was operated upon several 
years ago by a very good operation, but one which left the scar to 
the left of the median line. The patient’s moustache now parts un- 
evenly, so that he cannot wear a moustache that would otherwise 
entirely cover the scar. The left nasal cartilage is also very long, 
‘making a deformity of the tip of the nose. There are very many 
cases of this sort about the country, in which the patient feels humil- 
iated, altho a most excellent hare-lip operation has been done. 

The operation that I shall do was devised by Dr. A. M. Phelps, 
and it places the scar in the middle line of the lip. I shall then 
remove the long tip of the nose, making the scar on the under sur- 
face, as performed by Dr. Roe, of Rochester. In order to place the 
hare-lip scar in the middle line I make a cleft in the whole side of 
the lip, similar to the original cleft that has been repaired on the 
opposite side. I then cut out the intervening segment of lip and 
the margins of the wound are united, thus bringing the scar to the 
middle line, as you observe. It is a case in which two wrongs make 
one right. The hare-lip cleft on one side was one wrong. I make 
a similar cleft on the other side, which is the other wrong, cut out 
the intervening segment, and the two wrongs being equal, are then 
sutured and become one right. 

I pay no attention to the hemorrhage, which ceases, as you ob- 
serve, as soon as the sutures are introduced. I put in small catgut 


sutures, which will be absorbed in about ten days, and avoid 
using the hare-lip pin for support, which would make a scar itself. 
This hare-lip pin for support cannot be well left out in the case of 
infants who cry and who are not under control, but this adult patient 
will be glad enough to help us in bringing about a cure of his de- 
formity. The catgut sutures are reinforced, however, by laying a 
strip of gauze across the lip and painting it with flexible collodion. 
The collodion gauze will be allowed to remain in place for about 
fourteen days. The wound line on the inner side, between the lip 
and the teeth, is thickly dusted with aristol. Aristol is valuable in 
this position, because it becomes firmly adherent to the line of in- 
cision, and it repels fluid so that saliva will not percolate into the 
wound and interfere with the union. 


EARLY VS. LATE OPERATION IN CASES OF INFLAMED 
APPENDI 


BY C. MANSELL MOULLIN, M. D., F. R. C. S,, LONDON, ENG., 
Surgeon and Lecturer on Surgery at the London Hospital. 


It is now a little more than ten years since Sands, of New 
York, operating within forty-eight hours of the beginning of the 
attack, performed the first successful laparotomy for peritonitis conse- 
quent upon perforation of the appendix. It is just ten years since 
the first series of early operations was reported by McBurney, also 
of New York, seven out of eight patients recovering. Since that 
time, more especially since McBurney’s paper containing a report 
of twenty-four early operations, twenty-three of which recovered, 
was read before the New York Medical Society in 1891, it has be- 
come recognized that in a large proportion of these cases operation 
is the only treatment possible. The general principle is admitted every- 
where; but with regard to details—whether the patient should be 
operated upon during the first attack or soon after it, or whether 
he should be allowed to run the risk of a second and even of a third 
attack, and especially as regards the time when the operation should 
be performed—there is great divergence of opinion. 

In America it is generally held that laparotomy is advisable as 
soon as the diagnosis of progressive inflammation of the appendix 
is certain. Even if the progressive character of the attack is doubt- 
ful, it is better to err on the side of safety. Any case, whether in 
its first attack or not, which shows definite signs of increasing dis- 
ease thirty-six hours after the beginning, should be operated upon 
without further delay. In Germany Carl Beck and others who 
have written recently upon this subject, hold the same view. It is 
better to operate too early than too late, according to Striimpell. . 

But in England neither early operation nor operation during or 
even after the first attack is in favor. Unless the symptoms are so 
imperative that delay is out of the question, it is believed to be better 
to wait at least until the fifth day. 

Both of these views cannot be correct. The difference between 
them is far too great. If it is right to wait until the fifth day in all 
but absolutely imperative cases, it is wrong to make a rule of oper- 
ating at the end of thirty-six hours. One or other, or perhaps both, 
must be modified. 

It is worthy of note that the two recognized authorities on the 
pathology of this question, Hawkins and Kelynack, do not speak by 
any means strongly in favor of delay, but rather the reverse. Haw- 
kins concludes that if all his relapsing cases (59 out of 264) had 
been operated upon during or immediately after the first attack, 
seven lives would have been saved and fifty-two other individuals 
would have been spared a more or less severe illness, provided, of 
course, that these fifty-nine early laparotomies had terminated favor- 
ably. “If the mortality of the operations is so small that it may be 
neglected, and if I am wror~ in doubting its efficacy in preventing 
fatal peritonitis, it must then be admitted that excision in the first 
two days of illness is the true and rational plan of treatment.” And 
Kelynack, after mentioning cases in which diffused peritonitis or lo- 
cal suppuration is present, advocates operation also in rapidly pro- 
gressing cases quickly leading to gangrene, “in order to forestall the 
perforation.” 

Statistics, it is sometimes said, never prove anything, or prove 
everything equally well; but this at least must be admitted, that the 
evidence they give, for what it is worth, is decidedly in favor of 
early operation. 

The general mortality among cases sufficiently severe to be ad- 
mitted into hospital, is estimated at from 14 per cent (Hawkins) to 
20 per cent, and even higher. (In private practice and in the serv- 
ices where every case, no matter how mild it may be, is reckoned, 
the percentage is a good deal lower.) Of these cases a certain pro- 
portion begin acutely to show signs of improvement before thirty- 
six hours have past. No one, so far as I am aware, proposes 
to operate upon these, at any rate during their first attack. The in- 
flammation is not progressive. They must therefore be excluded in 
an inquiry of this kind, and this, by diminishing the total without 
affecting the number of cases in which suppuration or peritonitis 
occurs, makes the proportion more unfavorable. Can it be imagined 
that if all these cases—with the exclusion of those which began to 
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improve within the specified time—had been operated upon at the 
end of thirty-six hours. (I do not say this would have been possible; 
unfortunately in hospital practice it is not, for only too many of 
the patients do not apply for relief in time)—can it be imagined 
that the mortality would have been as high as 14 per cent? Would 
iit not have been more nearly 5 per cent, or even 2 per cent? 

This is met at once by the answer that it is unjustifiable to per- 
form such a number of unnecessary operations. This would finish 
the matter at once if it were proved that the operations were un- 
necessary, but it is not. It is merely assumed. It is easy to be wise 
after the event and to point out after the patient has recovered that 
an operation was unnecessary. But this is not the point. This ques- 
tion has to be settled in each individual case at the beginning of the 
attack, when the future course of the disease is quite unknown and 
it is impossible to tell what may happen. It is admitted by all that, 
with the exception of.the most severe cases, no one can predict what 
result may follow when the appendix is inflamed. Suppurative peri- 
tonitis may break out suddenly even in the mildest cases. The 
question, therefore, whether operation is unnecessary or not must 
be answered at a time when the result of the disease cannot be fore- 
told. The answer at that time is hardly likely to be so positive. It 
’ may be wise to allow the patient to run the chance of recovering 
' without an operation; but the opposite opinion is at least admissible. 
It is certain that cases occur in which the fact that operation has 
been postponed is a source of the deepest regret. For some time 
past I have advocated operation at the earliest possible opportunity in 
all those cases which have not shown definite signs of improvement 
within thirty-six hours, and I have not yet met with one of which the 
contrary statement could be made. On the other hand, I have been 
sufficiently fortunate to find gangrene of the appendix before general 
peritonitis had set in, and to have saved the patient from this almost 
inevitably fatal complication. Mynter, of New York, has pub- 
lished notes of thirteen such cases, all of which were saved by opera- 
tion, out of fifty-two, so that they are not uncemmon. 

The first essential is to form an estimate of the number of pa- 
tients who make a permanent and complete recovery without opera- 
tion. Of course, no case which relapses, or in which a hard and 
tender mass persists in the iliac fossa, or in which there is a sense 
of uneasiness in that region after exercise, can be counted as a per- 
fect recovery. I know, for instance, a patient who nearly fifty years 
ago suffered from a ‘severe attack, and who has never had a second, 
but he has not recovered! There is still a mass to be felt in his 
iliac fossa. By dint of the utmost care as regards diet, the condi- 
tion of the bowels, and exercise, danger has been escaped so far, 
but this has only been possible because of the exceedingly favorable 
circumstances in which the patient is living, and because he is both 
willing and. able to take the most minute precautions. Recovery, 
when it is wisht to institute a comparison between cases which are 
operated upon and those which are not, must be complete and perma- 
nent. 

The number of cases which relapse is very large, as every one 
will admit. The estimates given by different observers vary from 
30 per cent to 60 per cent. As it is not possible to keep patients under 
observation sufficiently long to prove that they will never have 
another attack, an estimate of this kind can only be formed by 
inquiring when a patient presents himself whether he remembers 
ever having suffered in a similar manner before. It is manifest that 
there are numberless sources of fallacy, and this probably accounts 
for the very great discrepancy ‘in the results. If all the slighter 
cases and those which definitely improve within thirty-six hours 
(which are naturally the least likely to suffer from relapses) are 
left out and only the graver ones (in whiclr alone does the question 
of advisability of operation arise) are taken into consideration, there 
can be little doubt that the proportion of relapses ‘would be very 
much nearer the higher figure than the lower. Suppose, for an 
instant, that it is only 50 per cent, the case then stands thus: Taking 
one hundred cases, such as are usually admitted into hospital, twen- 
ty-eight (Hawkins) will suffer from local suppuration or diffuse peri- 
tonitis and be operated upon. Of the remaining seventy-two cases, 
thirty-six patients, or more than one-third of the whole, will suffer 
from one or more relapses, in each of which they will incur the same 
risk again, and each of which will lay them in bed for an average 
period of twenty-five days. It seems to me to require some hardi- 
hood to assure a patient at the beginning of an illness, of which the 
course and termination are entirely uninfluenced by medical treat- 
ment, that an operation is unnecessary when, even if he gets off with 
his life, the chances of his making a perfect recovery without opera- 
tion are little better than one in three! 


One or two other points are worthy of attention in connection 
with this question. The cases which recover are often spoken of as 
“non-suppurative.” This is pure assumption and quite unjustified. 
Suppuration occurs in a very much larger proportion of cases of 
inflamed appendix than is usually believed. In many of these the 
abscess bursts suddenly into the bowel, with instantaneous remission 
of all the symptoms; in others the pus gradually becomes inspissated 
and dried up. Many times in operating upon chronic recurring cases 


I have been astonisht at finding a latent collection of pus which, so 
far as I could ascertain, had not given rise to any of the ordinary 
symptoms of suppuration during the course of its formation. It is 
true that many of these cases recover without operation, but it is 
not good surgery to leave an abscess in close proximity to the gen- 
eral peritoneal cavity in the hope that it will not burst into it. 

And another argument in favor of early operation is the very 
grave effect upon mortality which the postponement of the operation 
exerts in the case of those who, because of suppuration or of diffuse 
peritonitis, come to operation at last. In nothing is the disastrous 
effect of delay more clearly shown. Nor is this merely a general 
impression. Fowler, of New York, analyzing 127 cases, showed 
that 83 per cent recovered of those patients who were operated upon 
in the first three days; 60 per cent of those operated upon on the 
fourth day; 58 per cent of those operated upon on the fifth and 
sixth days; 50 per cent of those operated upon on the seventh and 
eighth days; and only 33 per cent of those operated upon on the ninth 
and tenth days. As Murphy, of Chicago, has phrased it, one-half 
of all the patients who have recovered by operation will die if we 
wait until the sixth day. 

If in a case of inflamed appendix thirty-six hours have past with- 
out definite improvement having shown itself, the responsibility for 
the consequences must, it seems to me, rest with those who recom- 
mend that an operation should not be performed. 

Wimpole street, W. 


In a very instructive article on “The Subjective Symptoms of 
Stricture,” which appears in International Journal of Surgery, Dr: 
F. C. Valentine, Professor of Genito-urinary Diseases, in the New 
York School of Clinical Medicine, thus summarizes the subject: 
The majority of strictures are caused by gonorrhea.—Gonorrhea is 
second to measles in frequency.—A first clap, if properly treated, is 
not followed by stricture—Strictures may be practically congenital 
and do not prove that the patient had clap.—-Prolonged non-gonor- 
rheal inflammation of the urethra may produce stricture.-—Many 
presumed congenital strictures may be caused by infantile lithiasis 
or uncleanliness due to tight prepuce.—Congenital stricture, or one 
acquired in infancy, is likely to make subsequently acquired gonor- 
rhea very obstinate—Traumatic stricture from external violence is 
rare.—Traumatic stricture from internal violence is not infrequent.— 
Strong and mild urethral injections may cause stricture.—The pass- 
age of calculi may cause stricture-—The progress of gonorrheal stric- 
ture is essentially slow.—Patients may seek advice for other ail- 
ments due to stricture whereof they may be ignorant.—Urinary dis- 
turbance soon after a gonorrhea is more likely due to prostatitis than 
to stricture; then urethral exploration should be avoided.—Pain 
from stricture may not be located in the urethra and may not be 
associated with urination.—Increast frequency of urination is an early 
symptom of stricture——Increast frequency may be due to nervous 
conditions.—Recrudescence of urethral discharge is often diagnosed 
by the patient, when in reality it had not ceast.—“After-dribbling” 
is often caused by stricture—The morning drop may be a symptom 
of stricture or of chronic urethritis; it never should be. neglected. 
Stricture can be avoided by early treatment before subjective symp- 
toms present.—The urine of strictured patients may be microscopi- 
cally clear.—Many manifestations of neurasthenia or hypochondriasis 
may be caused by stricture.—Changes in the urinary stream are not 
invariably due to stricture; they may be caused by vesical atonicity, 
diseases of the adnexa, urethral growths, calculus, etc.—Variations 
in stream may occur when the urethra is in health—Only constant 
variations in the stream are pathognomonic of urethral disturbance.— 
The variations produced in the stream differ in accord with the site 
and calibre of the urethral coarctation.—Many patients do not seek 
advice before local or constitutional troubles compel them.—The 
tendency of all strictures is to coarctation—Some healthy people 
cannot urinate in the presence of others——Urethrospasm may pre- 
vent a strictured patient from urinating.—Prolapsus ani and hernia 
may result from abdominal strain, while endeavoring to urinate.— 
Strain may threaten apoplexy, pulmonary emphysema or bronchiecta- 
sia.—A patient may think he has emptied his bladder and still retain 
large quantities of urine—This may be followed by involuntary uri- 
nation and paradoxical incontinence.—Dribbling produces eczema 
of the scrotum and surrounds the patient with the stench of decom- 
posed urine.—Acute inflammation of the strictured region may pro- 
duce acute retention.—Posterior urethritis and urethrocystitis may 
result—Without markt local disturbance, the general condition may 
become depreciated.—This is most likely to occur when apparent, en- 
tire or partial aspermia or painful ejaculation of semen result. 
Hemospermia may be due to stricture. 


Harrison says: Cases where fetid states of the urine, bladder 
and kidneys result from long continuing prostatic obstruction and 
inflammation, and where drainage is a necessary part of the treat- 
ment, are often greatly benefited by supra-pubic cystotomy. In sev- 
eral of the latter a removal of a portion of the large prostate, which 
had become fibroid, was successfully accomplisht. 


- AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


141 


AMERICAN JOURNAL OF SURGERY 4xD GYNECOLOGY 


EMORY LANPHEAR, M. D., Ph. D., LL. D. 


Formerly Pre Surgery in the Kansas City and 
Principles and Practice of Surgery i 
College of Physicians and Surgeuns. 


PUBLISHT BY THE 
AMERICAN JOURNAL PUBLISHING COMPANY, 
ST. LOUIS, MO. 
TERMS :—$1.00 a Year in Advance, in United States, Canada and Mexico. 
FOREIGN SUBSCRIPTION TERMS: 


England, 5 Shillings. France,6 Francs. Germany, 5 Marks. Japan, 1 Yen. 
Holland. 3 Florins. Russia, 1 Rouble 50 Kopecks. 


The spelling found in this magazine is that voucht for by the most prominent 
educators of this country, and is recommended for general adoptiun. 


ST. LOUIS, FEBRUARY, 1900. 


EDITORIAL NOTES. 


In Chicago the Homeopathic lamb and the Regular lion seem 
to be lying down together. The National Medical College has been 
since 1891 a homeopathic institution. A large number of journals 
(including the St. Louis Medical Gazette) have lately printed an 
article on the “Modern Surgical ‘treatment of Hemorrhoids,” by Dr 
Gustavus M. Blech, Professor of Rectal Surgery in the National 
Medical College, editor of Scientific Medicine, a paper which, more- 
over, was read at the Chicago meeting of the Mississippi Valley 
Medical Association. Verily, the times have changed when a pro- 
‘fessor in a homeopathic school can, even in Chicago, read a paper 
in the Mississippi Valley Medical Association; and there wasn’t even 
a single voice of protest! 


Dr. O. BEvERLEY CAMPBELL, Professor of Gynecology and Ab- 
dominal Surgery in Central Medical College, of St. Joseph, Mo., 
this month delivered an address before the St. Louis Academy of 
Medical and Surgical Sciences on “German Surgical Gynecology 
as Contrasted with American Methods,” devoting special attention 
to the work of Prof. A. Martin, of Greifswald (formerly of Berlin) 
with whom he spent several months in 1899. Next day Dr. Camp- 
bell, at the City Hospital, removed pyosalpinx by anterior colpotomy 
much to the satisfaction of those who were present. Dr. Campbell 
will locate in St. Louis in early-autumn and limit his practice to 
gynecology and abdominal surgery. 


THE paper of Prof. Mansell-Moullin, which appears in this num- 
ber of the JourRNAL, shows that the trend of English operators is 
toward the adoption of Murphy’s rule for operation in appendicitis ; 
“Operate as soon as the diagnosis is made.’ Heretofore British 
surgeons have been in favor of operating only in the interim between 
attacks, Mr. Frederick Treves even maintaining that no operative 
treatment is justifiable until all acute symptoms have disappeared. 
The large proportion of patients dying during the first attack has, 
however, attracted their attention, with the additional fact that 
American operators cutting as early as the second day of the dis- 
ease, save a large majority of these lives; so now they. are modifying 
their plan to the rule: 
surgical measures.” 


ALREADY, for the meeting of the Tri-State Medical Society of 
Illinois, Iowa and Missouri (to be held in St. Louis, April 3 and 4), 
the following announcements may be made: 

Clinic in Abdominal and Pelvic Surgery; by Dr. J. Montgomery 

President’s Address: Dr. O. Beverly Campbell, St. Joseph, Mo. 
Baldy, Professor of Gynecology in the Philadelphia Polyclinic. 

Paper: (Title not yet announced) ; by H. Landis Getz, Marshall- 
town, lowa 

Paper: Vaginal Hysterectomy in 225 Consecutive Cases With 
Four Deaths; by Dr. Byron Robinson, Chicago 

Paper: Some Remarks on Head Injuries ; rte Dr. Geo. W. Cale, 
Springfield, Mo. 

: Treatment of Hemorrhoids by Dr. C. E. Ruth, Keo- 
Salivary Fistule; by Dr. C. Sherrick, Monmouth, III. 

Paper: (Title not yet announced) ; by Dr. A. H. Cordier, 
Kansas City, Mo. 
_ Paper: Some Lessons Learned From_ 1,000 Abdominal Sec- 
tions; by Dr. Emory Lanphear, St. Louis, Mo. 

Paper : A Case of Double Vagina and Double Uterus—Four 
Pregnancies; by Dr. H. E. Pearse, Kansas City. 

Paper: Is the Present Epidemic of “Small-pox” Real Small- 
Ppox?; by Dr. H. C. Mitchell, Carbondale, Ill. 


“Operate whenever the symptoms indicate f 


Paper: A Preliminary Report on the Bacterial Cause of Scar- 
let Fever; by Dr. | B. Gradwohl, St. Louis, Mo. 
Paper: A Critique of the Methods of Surgical Treatment of 


Myoma Uteri; by Dr. A. C. Bernays, St. Louis, Mo. 

Paper: Pulmonary Tuberculosis Treated With Creosote, With 
Results; by Dr. J. H. Coulter, Summitville, Iowa. 

Paper: Report of Five Operative Cases of Tubal Gestation; 
by Dr. R. J. Christie, Quincy, III. 
a. Demonstration in Pathology; by Dr. Hugo Summa, St. Louis, 
Missouri. 


Paper: Abdominal Hysterectomy; by Dr. F. B. Dorsey, Keo- 
kuk, Towa. 

Paper: (Title not yet announced); by Dr. C. H. Wallace, St. 
Joseph, Mo. 

Paper: Some Points Worthy of Consideration by the Gen- 


eral Practitioner; by Dr L. A. Fairchild, Clinton, Iowa. 

Paper: The Later Treatments of Glaucuma; by Dr. E. C 
Renaud, St. Louis, Mo. 

Paper: Feeding of Infants in Hot Weather; by Dr. Frank M. 
Fuller, Iowa. 

Paper: (Title not yet announced) ; by James Moores Ball, St. 
Louis, Mo. 

Paper: 
Louis, Mo. 

A number of Chicago and Kansas City men of prominence (bee 
sides those above mentioned) have promist to prepare papers, but 
are not yet ready to make announcements of name or title. It may 


Limitation of Tuberculosis; by Dr. William Porter, St. 


_| be said, however, that this will undoubtedly prove the best meeting 


ever held by this progressive body, so every doctor of the three 
States will do well to bear the date in mind, and then attend, if pos- 
sible. 


Dr. Witt1am A. HAmMm™onp, Surgeon-General of the United 
States (retired) is dead. He was the first paid-in-advance sub- 
scriber to the AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY, and 
has continued to be a reader of the journal—as well as occasionally a 
contributor—to the day of his death; in spite of his field of work 
being chiefly neurology, his interest in surgery never waned, unlike 
so many men of advancing years. For many years Dr. Hammond 
has been one of the most conspicuous and celebrated of American 
medical men, his treatise on diseases of the nervous system having 
given him an international reputation. One of his commendable 
habits’ was that of charging very large fees. He maintainéd (and 
correctly) that the average physician—and even: the celebrated 
specialist—is never paid what his services are worth in dealing with 
people of average means; therefore, when a patient well able to pay 
appears, it is the duty of the doctor to get a large fee—merely what 
his advice is worth, regardless of the sum usually obtained from 
poorer patients. Would there were more Hammonds in this re- 
spect! He was the founder of the New York Medical Journal. 


SoME two years ago, when the AMERICAN JOURNAL OF SURGERY 
AND GyNeEcoLocy and the Jnterstate Medical Journal made a fight 
against hospital abuses in St. Louis, the friends of Dr. C. C. Morris 
and the St. Louis Baptist Hospital held up their hands and cried 
in horror: | “Persecution, persecution.” The connection of Dr. 
Morris and the Baptist Hospital with one of the notorious 50-cent- 
hospital-ticket-associations was easily proven, and on presentation of 
the facts to the St. Louis Medical Society Dr. Morris was given 
the option of discontinuing his dishonorable practices or resigning 
rom the society. He changed his plan of work, so far as the cheap 
“ticket-association” was concerned. It was denied at that time that 
he or the hospital had been guilty of “drumming” patients from 
the surrounding territory, and convincing evidence was hard to se- 
cure, tho it was well known that such disreputable methods ac- 
counted in great part for the financial success of that institution. As 
Dr. Morris solemnly promist reform the matter was dropt. Those 
who condemned the JourNAL for the part it took in the expose will, 
no doubt, be interested in the following item from the St. Louis 
Republic of January 25: 

i Suit Against a Hospital. 


Suit was filed against the St. Louis Baptist 
Hos oy and Dr, C. C. Morris, its superintendent, 
, by William H. Barnes, in the Circuit Court yester— 
» day. The plaintiff alleges that the hospital owes 
him $3,659.53 for his services as solicitor of patients 
and advertising agent of the hospital. 
tion relates that Barnes was employed by Doc 
Morris in 1895 to travel through the Countes adja- 
cent to St. Louis to solicit alms, a 
money, property and patients for ‘the insti ution, 
and to vavertioe the said hospital by delivering 
lectures aad sermons recommending it. For this 
the plaintiff claims he was to be paid “‘a reason- 
able compensation.” In his petition he says his 
services were worth $1,500 a year. He has received 
on account $1,371.72, and he sues for the balance 
noted above. 


It will be noted, first, that he was employed in 1895; second, 
that he has been paid $1,371. 72; third, that there is still due him 
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$3,659.53, and, fourth, that his salary was to be $1,500 per annum. 
lt is, therefore, apparent that for his services from 1895 onward he 
is entitled to $5,031.25; i. ¢c., three and one-third years at $1,500 a 
year—which proves that Dr. Morris had at least one preacher- 
drummer on the road as late as 1899! That is “reform” with a 
vengeance. What will the St. Louis Medical Society do now? Will 
the Missouri State Medical Association admit delegates from the St. 
Louis Medical while it retains Morris as a member? A few short 
weeks will tell. 


Pruritus ani, which is very formidable in certain cases, is de- 
scribed by Tuttle (Journal American Medical Association), who 
thinks that it is largely due to uric acid toxemia. It is only a symp- 
tom. He thinks all cases of the severe, forms can be traced to rheu- 
matism, uremic or catarrhal disease. As regards treatment, he has 
learned to largely rely for local applications on a combination of 10 
to 20 per cent carbolic acid, 2 to 10 per cent salicylic acid, 50 per cent 
boric acid, with glycerin or cold cream to complete the percentage 
to 100. He has tried ichthyol with great benefit, and when there is 
pain at stool, conium and cocain have been of service. Since he has 
treated it on the pathologic theory given above, he has not failed tu 
obtain complete or more or less permanent relief in every case with- 
out surgical interference. 


SURGICAL NOTES. 


Medical Review of Reviews, New York, November 25, 1899. 
says: Dr. F. M. Wilson, of Bridgeport, Conn., reported, before 
the American Ophthalmological Society, a case of enormous fibro- 
sarcoma of the right orbit. The accompanying illustration shows 
the extent of the tumor better than any detailed description. Some 


Fic. 1. Appearance of Growth. 
motility of the eyeball was preserved, the reaction of the iris to 
light was not wholly destroyed, and some small fragment of vision 
persisted in a globe, which was so displaced that the cornea was 
1% inches in front of the orbit. A tumor of such a size is seldom 
seen, and yet the removal proved unexpectedly easy and healing un- 
eventful. The pathological report of Dr. John E. Weeks showed 
the structure of the tumor to be a fibro-sarcoma of slow develop- 
ment, undergoing degeneration in the older parts. Dr. Weeks showed 
“The tumor is made up of fibrous tissue, the fibrille being associated 
in bundles and apparently undergoing hyaline degenerative change. 
in some parts hecoming much hypertrophied and assuming the con- 
dition found in cylindroma. In the newer parts of the tumor the 
connective tissue is more nearly normal in appearance. In the older 
parts, particularly in the friable portions, the character is like that 


of cylindroma. Between and among the connective tissue bundles, 
numerous large cells are found which have a more or less spindle 
shape. In the newer parts of the tumor the appearance is that of 
simple spindle-cell sarcoma. In other parts the cells are less regu- 
lar in shape, and much less numerous, the connective ‘tissue pre- 
dominating. In some parts of the tumor the nuclei of the cells are 
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Fic. 2. Perpendicular Section of Tumor. 
large and elongated, having much the appearance of non-striated 
muscle tissue. The new-formed blood vessels are very small, not 
plentiful, and have but little more in the way of walls than supplied 
by the tumor cells themselves. The walls of pre-existing blood ves- 
sels have become much hypertrophied, a fibro-hyaline change having 
taken place. The capsule is composed of connective tissue elements, 
rather rich in nuclei.” 


In a paper read before the New York Academy of Medicine, the 
subject of ‘‘Syphilitic Affections of the Liver in Adults and Chil- 
dren,” Dr. J. George Adami, of McGill University, Montreal, stated 
that in about 90 per cent of the cases of congenital syphilis the 
liver is affected, the infection having taken place thru the placenta. 
The chief lesions met with in the syphilitic liver are: (1) Well- 
formed gummata; (2) miliary gummata; (3) miliary gummata 
and a general fibrosis of the whole organ; (4) generalized atrophic 
cirrhosis, not associated with gummata, but accompanied by icterus. 
He thinks it highly probable that in the effort to excrete the toxins 
the liver cells undergo such an intense parenchymatous change as 
to result in the death of the cells, and subsequent fibrosis. Syphilis 
of the liver generally shows itself by granulomatous deposits or by 
interstitial fibroid change. The specific granulomata may be in 
the form of minute multiple gummata or of large isolated gummata, 
but it is impossible to regard the one form as secondary and the 
other as tertiary. Dr. Adami said that, so far as he knows, no thoro 
study has been made of the visceral changes occurring in the post- 
natal form during the period of secondary manifestations. Jaundice 
is not uncommon in secondary syphilis, and he is inclined to look 
upon it as an indication of the functional disturbances in the organ 
resulting from the effort to excrete toxins. The large gummata are 
the most characteristic of the syphilitic lesions of the liver. Fibroid 
pittings and similar evidences of the former presence of gummata 
are often met with in persons who for years previously have pre- 
sented any evidence of syphilis. In congenital syphilis generalized 
fibrosis predominates; in the adult the granulomatous changes are 
the most prominent. The fact should not be lost sight of, that it is 
impossible, from a study of syphilis of the liver, to draw any dis- 
— of anatomical importance between secondary and tertiary 
esions, 
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MAKE A NOTE OF THIS. 


It is a matter of common observation that many cases of 
bronchitis will persist in spite of the continued, varied and judicious 
use of expectorants. “The cough,” says one prominent physician, 
“hangs on, harasses the patient with its frequency and severity, 
and is exceedingly liable to recur every winter—to become a regu- 
lar ‘winter cough’—with its sequelae of emphysema, asthma and, 
ultimately, dilatation of the right heart.” 

Dr. Milner Fothergill of London insisted that cough of this 
character is due to lack of tone, not only in the general system, 
but in the blood vessels of the bronchioles. This authority demon- 
strated that the only successful method of treating this form of 
cough is by means of appropriate systemic and vascular tonic medica- 
tion. It is particularly in this class of cases that Gray’s Glycerine 
Tonic Comp. has gained a most enviable reputation. This remedy, 
which is a most palatable and agreeable one, not only has a se- 
lective tonic and anti-phlogistic action upon the respiratory mucous 
membrane, but it removes the ever-present element of systemic de- 
pression. The beneficial effects of Gray’s Glycerine Tonic Comp., 
even in rebellious cases, are invariable and most pronounced. 

THE PuRDUE FREDERICK Co., 
No. 15 Murray St., New York. 


AFTER OPERATIONS. 


After surgical operations and severe hemorrhages, regeneration 
of the red corpuscles is a matter of great importance. The saline, 
watery and albuminoid elements are quickly restored by resorption, 
but without iron the blood is practically functionless. Armour’s 
Extract of Red Bone Marrow is especially indicated because it in- 
creases hemoglobin and stimulates cell proliferation. It is a hemo- 
poitic of the first class. 


TREATMENT OF A CASE OF FACIAL NEURALGIA. 


Bernays (“Report of a Surgical Clinic”) cites a peculiarly ob- 
stinate case of facial neuralgia with treatment. The patient was a 
lady, aged 50 years, who showed a good family history, and whose 
previous health was also good. The trouble began with a severe 
neuralgic toothache of her lower right molars, and was paroxysmal 
at first, but after two months became continuous. The paroxysms 
generally occurred in the early morning, and entailed much acute 
suffering. The pain was relieved by biting strongly upon some firm 
object, but returned immediately when the pressure was removed. 
The touch of anything cold or hot promptly excited a paroxysm. A 
moderate heat when sustained produced the opposite effect. In the 
effort to afford relief four molars were extracted, but without suc- 
cess. The patient strenuously held out against the use of narcotics 
in any form throughout the entire course of the disease. Antikamnia 
in ten-grain doses (two five-grain tablets) was found efficient as 
an obtundant, and was relied upon exclusively. Eight weeks after 
section of the nerve, when the report was written, there had been 
no return of her former trouble in any degree.—The Medical News, 
January 13th, 1900. 


THE PASSING AWAY OF THE PESSARY. 


Under this heading the/nternational Journal of Surgery for De- 
cember, editorially, says: “There was a time within the memory 
of most of us when, if a gynecologist failed to devise a new pessary, 
his attainments in his specialty were considered as rather question- 
able. That they are potent for harm in unskilled hands is per- 
fectly true, still, the same might be said of pretty nearly every 
therapeutic substance or device of which we make use. The instru- 
ment dealers tells us that the demand for pessaries is unquestionably 
diminishing. Twenty years ago the budding gynecologist began with 
an armamentarium composed chiefly of cotton for tampons, and of a 
large and varied assortment of pressaries. He soon realized that in 
a majority of cases the best that could be said for them was that 
they were temporary makeshifts, and now and then when he was 
called upon to remove a long-forgotten pessary that had made raw 
and bleeding grooves within a vagina and nearly disappeared within 
7 folds, he began to doubt that it was the right thing in the right 
place.” 

The occasion for using a pessary was usually to act as a support 
for a‘displaced uterus caused by being engorged with blood and 
thus throwing upon the broad ligament a weight which it could not 
sustain. The modern treatment of this condition is to use a remedy 
such as Micajah’s Medicated Uterine Wafers, which will deplete the 
congested uterus and the surrounding mucous membranes of their 
blood supply, add tone to the tissues, and thus relieve the broad 
ligament of its unusual burden. Dr. Wheeler, of Troy, N. Y., says: 
“For the past five years I have not failed to cure a case of Prolapsus 
Uteri with Micajah’s Medicated Uterine Wafers, and have discarded 
all pessaries.” 


SANMETTO AS AN INTERNAL REMEDY FOR GENITO- 
URINARY CONDITIONS. 


While fully realizing the superfluity of further testimonials con- 
cerning a remedy so well and favorably known to the entire medical 
profession as is Sanmetto, yet, as I possess an extended knowledge 
of its reliability, based on several years’ clinical experience, and on 
the treatment of hundreds of cases in which it has proven itself 
eminently fitted to lighten the cares of the genitro-urinary surgeon, 
I am perhaps invested with a certain authority which should permit 
me the privilege of adding my meed of praise. In all the inflamma- 
tory conditions of the genito-urinary tract, from the meatus to the 
pelvis of the kidney, the administration of Sanmetto is invariably 
beneficial. In not only renders the urine bland and unirritating, but 
also exerts a specific action on the inflamed tissues, soothing and re- 
storing the tonicity of the parts. Its tonic action on the prostate is 
of such a nature that it proves of equal advantage in cases of either 
hyperplasia or of atrophy, and there is no remdy so uniformly suc- 
cessful in the treatment of atonic impotency or pre-senility. I have 
found it of inestimable service in the preliminary preparation of cases 
requiring surgical interference, and, combined with salol, use it con- 
stantly to secure urinary anti-sepsis. I am fully of the opinion that 
Sanmetto represents all that could be hoped for or desired as an 
internal remedy for genito-urinary conditions. 


Chicago, III. H. R. Weser, M. D., 
Univ. Md. School of Medicine, 1886. 
Member Am. Med. Assoc. ete. 


TO DETECT PYURIA. 

The addition of a few drops of peroxide of hydrogen to urine 
containing pus, will cause bubbles to rise and froth to appear on the 
surface, similar to its action on pus in other localities. This test 
is characteristic and reliable. 


CANCER. 

Professor Roswell Park has made the startling prophecy that if 
for the next ten years the present relative death rates are maintained, 
in 1909 there will be more deaths in the State of New York from 
— than from consumption, smallpox and typhoid fever com- 

ined. 


FOR GONORRHEA. 

Colombini (Brit. Med. Jour.; International Medical Magazine, 
August, ’99) uses in the acute stage a 0.25 per cent solution of Pro- 
targol. After making the patient pass water and washing the glans 
and prepuce with some antiseptic solution, he first injects a syringeful 
of Protargol in such a way that sufficient room is left for the out- 
flow of the injection; then refilling the syringe (which is made to 
hold 6 c. cm.) to two-thirds of its capacity, he injects the solution 
very slowly, blocking the meatus completely, so that it may not run 
out again. The syringe is carefully removed, the patient being di- 
rected to keep the meatus closed with his fingers for fifteen minutes, 
and not to pass water for an hour. As the inflammation subsides, 
the strength is gradually increased up to two per cent. The solution 
is injected at the temperature of the air. The first day one injection 
is given, the next one in the morning, and another in the evening; 
the third and following days one in the middle of the day as well. 
The injections are continued for twenty days after the cessation of 
the discharge, the daily number being gradually diminished to one. 
Colombini gives details of twenty-one cases, and sums up that the 
results were excellent in every respect. The gonococcus quickly dis- 
appeared, the subjective phenomena speedily ceased, the discharge 
was rapidly diminished and modified, and complete recovery oc- 
curred without any complication. According to him, it realizes the 
ideal of a remedy for gonorrhea, curing the disease rapidly and effect- 
ually, without the least irritation or undesirable after-effect on the 
mucous membrane. 


DEATHS IN HERNIOTOMY. 

Dr. Henry O. Marcy, of Boston, in Annals of Surgery, reports 
two deaths in incarcerated hernia in which he attributes the fatal 
issue to a sudden markt increase of intra-abdominal pressure, unduly 
limiting the function of the diaphragmatic muscles. No author has 
before made reference to the danger which may occur from this cause, 
and he suggsts that when any very considerable portion of the ab- 
dominal contents have been for a long time displaced, it is advisable 
to keep the patient in bed for quite a period, with a limited diet and 
moderate purgation. The advantage of this will be the less quan- 
tity of hernial contents to be returned and greater thinning and relax- 
ation of the abdominal wall. The circulatory equilibrium will become 
more nearly normal by a gradual spontaneous reduction and diminu- 
tion of the hernial tumor during the treatment. 
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BY HERBERT A. PARKYN, M. D. 


No text books are 
required 
with this course. 
It is complete 
in itself. 

This is not a 
type-written course 
of twenty or 
thirty pages. 

It covers over 
200 pages 
of printed 
matter; 
and each of the 


The most complete, 
practical and 
comprehensible 
mail course 
of any sort in 
print to-day. 
It is the result of 
observation 
from the personal 
treatment of 
over 4,000 cases. 
These cases 
have been treated 


since most 
of the text books thirty parts is neatly 
were published. bound. 


HERBERT A. PARKYN, M.D, “T"hoe Chicago School of Psychology. 


Principal and Founder of 
(INCORPORATED.) 


The First School of Suggestive Therapeutics Established in America. 
THIS SPECIAL MAIL COURSE has been published in order to satisfy the demand of many physicians who are unable 
to spend the time or money required to complete a regular school course in Suggestive Therapeutics and Hypnotism. 
Over One Year was spent in preparing it for the publisher; and the flattering testimonials which are pouring in from 
all sides from those who have received it, show that the time was well spent. 
This work is different in theory and practice from anything taught elsewhere or published in books. 
Everything is made so clear that a child could apply its teachings. 
It tells what to do and how to do it, what to say and how to say it. 
The minute treatment of every complaint amenable to suggestion is given in length. 
The course is printed on fine, hand-made paper, and consists of THIRTY PARTS, all of which are shipped at one time. 
A Di PLO M A Entitling the holder to the degree of DOCTOR OF PSYCHOLOGY is awarded to students 
who pass a creditable examination by mail, on the work taught in the mail course. 
For full information about the mail course, testimonials, fees, etc., write for our mail course pamphlet. 
SCHOOL COURSE. 
Our regular school course lasts TWO WEEKS and commences on the FIRST OF EVERY MONTH. 
& LI N i CS Our clinics average over twenty patients each morning. Over three hundred students have 
e taken our personal course and more than FOUR THOUSAND clinical patients have been treated 
since the school was established in June, 1896. 


M AG AZ| N E We are the publishers of ‘‘SUGGESTION,’’ a monthly magazine devoted to Hyp- 
® notism, Suggestive Therapeutics, etc. Price, $1.00 per year. Sample copies, 10 cents. 


For terms for school course, mail course, private treatments, etc., write to 


H. oO. FYLER, Secretary, 


4020 The Chicago School of Psychology. 
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